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ness in which none of us can distinguish ex- 
actly the features of his neighbor; only from 
time to time, through some experience that 
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HALFWAY HOUSES 


A New Rehabilitation Measure 


By BRETE HUSETH, M. Ed., Research Associate, 
Massachusetts Mental Health Center, Boston, Mass. 


I" ANY MENTAL HOSPITAL, there is usually a body of 
patients who are no longer sick enough to need the 
services of the hospital, but who are not well enough to 
cope independently with the rigors of community life. 
Although placement with their families might seem the 
ideal solution, many of these patients either have no 
families or have families who are no longer interested 
in them. In other cases, placement with the patient’s 
own family is not considered suitable because many of 
the same conditions still exist which precipitated the 
initial hospitalization. 

For the last four years, half-way houses in the United 
States have been proving their value as effective re- 
habilitation institutions for such patients. This tran- 
sitional living arrangement is a residential facility for 
ex-patients, bridging the gap between hospital life and 
complete life in the community. Such interim facili- 
ties for psychiatric patients are relatively new phenomena 
in the United States. 


Half-Way Houses in U. S. 


For our purposes we defined a half-way house as a 
residential institution designed to meet the needs of 
the ex-mental patient during the difficult transition 
from the sheltered environment of the mental hospital 
to the more rigorous life of the community. We found 
that only seven such houses are in existence in this 
country at the present time. Another two have closed 
due to inadequate financing and supervision, and five 
More institutions often spoken of as half-way houses do 
not fulfill the requirements of our definition. 

The first half-way houses in the United States opened 
their doors in 1954 in Boston, Massachusetts, and 
Modesto, California. One, the Rutland Corner House 
in Boston, was sponsored by laymen; the other was the 
result of over two years of professional planning and 
interest by the Modesto State Hospital. A third, called 
Portals, was opened in 1955 in connection with the 
Brentwood Veterans Administration Hospital in Cali- 
fornia but under community sponsorship. 

In February 1956 the Foster Home Cottage was opened 
on the Brockton (Mass.) Veterans Administration 
Hospital grounds. In Vermont, the first clients, who 


had been patients at the State Hospital, took up resi- 
dence in May at the Rehabilitation House for Women 
in Montpelier. During that same summer, an experi- 
mental Half-Way House for men was run for three 
months in connection with the Boston Psychopathic 
Hospital (now the Massachusetts Mental Health Center). 
In July, Quarters, in connection with Agnews State 
Hospital in California, received a three-year grant from 
the Office of Vocational Rehabilitation in Washington. 
Modesto, one of the first two houses in the country, 
closed that year, but not before it had proved its value 
as a method of rehabilitation. 

The National Institute of Mental Health gave a new 
interpretation to the half-way house and its function by 
opening one for children on the Institute grounds in 
Washington during 1957. In 1958, Vermont opened 
a Rehabilitation House for Men in Burlington. 


Initial Planning Problems 


Even though these houses have been in existence such 
a relatively short time, much has been learned about 
their common problems and about the varying attempts 
which each house has made to cope with them. 

Any group interested in instituting a half-way house 
should take into consideration the following questions: 
Who will do the planning? What will be the financial 
sources for operating expenses? What type of house 
and location will be most suitable? How are smooth 
community relationships to be attained? What criteria 
are to be used for selecting and discharging the patients? 
How much staff is needed to run the house and how 
should such staff members be selected? What is the hos- 
pital’s relation to the half-way house and vice versa? 

These seven factors are crucial in the effective func- 
tioning of any half-way house, and a planning period 
in which they are taken into consideration is a necessity. 
One institution experimented by giving a group of 
enthusiastic patients the opportunity of starting such a 
house. Lacking sufficient planning, this house closed 
within a few months. A second institution, which had 
been two years in preparation both in the hospital and 
in the community, closed due to inadequate financial 
support and lack of necessary supervisory staff. 


Of The Month 


The length of time spent in planning for a half-way 
house will depend upon the nature of the hospital, the 
community with which the house will be connected and 
the knowledge and time available to the people in charge 
of the planning. Most of the existing institutions speak 
of at least two years spent in planning and preparation 
before opening; however, such a lengthy period may not 
be necessary with the increased knowledge now available 
concerning other half-way houses’ problems and _at- 
tempted solutions. 


Before the decision is made to institute a half-way 
house, it should be determined that there will be a 
large enough group of patients within the hospital who 
would be suitable candidates for admission. Once this 
has been decided, however, the problem arises of who is 
to plan the house. 


Who Plans? 


Although some authorities emphasize the advantages 
of community sponsorship, we find that only three of 
the nine houses which have existed received their initial 
impetus in this manner (Portals, Rutland Corner House 
and Quarters); only two of these are primarily financed 
by community groups (Portals and Rutland Corner 
House). All of them, however, have been planned to 
some degree in conjunction with a hospital and included 
members of the hospital’s professional staff in their 
planning group. 

So far, the groups which have planned half-way houses 
have been of four kinds: 


1. Two professional groups worked effectively in Ver- 
mont, where the State Division of Vocational Rehabili- 
tation and the Vermont State Hospital jointly planned 
and sponsored their half-way house program by sharing 
the responsibility. 

2. A volunteer group of interested members of the 
community and members of the hospital’s professional 
staff planned Portals, Rutland Corner and Quarters. 
Such community groups have usually had experience in 
working with mental patients either during or after 
hospitalization and are, therefore, aware of their prob- 
lems. 

3. Hospital staff members as the sole planning group 
had the advantage of a large body of professional knowl- 
edge plus centralized control in planning the Modesto 
facility. On the other hand, members of the professional 
hospital staff had to take time away from their regular 
duties for the project. More staff was needed in the 
hospital to cope with the problems of the house. 

4. There has been only one instancé in which the 
patients who were to live in the house were in charge 
of a major part of the planning; this was at Boston. It 
did not prove to be a satisfactory method. 


There is insufficient evidence on how much responsi- 
bility patients can take. The patients for whom a 
half-way house is designed are those who need more 
rehabilitation before they are capable of assuming re- 
sponsibility for their own lives in the outside world. It 
could hardly be expected, therefore, that they would be 
capable of assuming too large a share of the responsi- 
bility of planning and instituting such a complex facil- 


ity as a half-way house. However, the degree of respon. 


sibilty is the crucial factor here. Many of the best 
ideas for the way the house should be set up and run 
have come from its prospective residents, and certainly 
the patients’ contribution to instituting the facility can 
be significant when they are functioning within a well- 
thought-out plan instituted by professional personnel 
and under some sort of supervision. 


Financial Support 


Generally those who plan and those who support the 
house financially represent more or less the same group 
of people. 

Financial support is the most important of all the 
variables, and the amount of money needed is contingent 
upon the size and location of the house, the type of 
patients admitted and the amount of staff. While over- 
all costs vary from house to house, the minimum cost 
for those staffed by a cook-housekeeper and professional 
person seems to be approximately $4.50 per patient-day; 
for those without a professional staff member, this cost 
may be reduced to approximately $3 to $3.50. To de- 
crease the over-all cost of running expenses, all but one 
house request payments toward room and board (up to 
a set maximum) after a resident starts to work. Even 
so, all such houses have an annual deficit which runs 
anywhere from $6,000 to $15,000. 

To meet this annual deficit, basic support has come 
from federal, state or local funds or a combination of 
all three. “Local” funds are usually raised by a hospi- 
tal-connected private group organized and incorporated 
as a charitable agency specifically for this purpose. The 
National Institute of Mental Health and Brockton 
houses are supported completely by federal funds. Rut- 
land Corner is supported by a small private trust fund; 
Portals is financed by a private group of citizens who 
have been able to obtain state grants and donations 
from other agencies. Both of the houses in Vermont 
are financed by a combination of federal and state funds 
on a matching basis through the Federal Office of Voca- 
tional Rehabilitation. Quarters is run by a group of 
private sponsors who applied for and received federal 
funds also from the Office of Vocational Rehabilitation. 

The initial cost of furnishing the house may be mini- 
mized considerably by volunteer donations. This has 
been tried with great success by most of the houses and 
has the corresponding advantage of promoting commu- 
nity and neighborhood interest in the project. 

Although in theory community financial support 
would be ideal, in practice it is so far used by only two 
houses, Portals and Rutland Corner House; the dona- 
tion of furniture seems the only widespread evidence of 
community support. 


The House and Its Location 


Function and structure are always interdependent in 
any institution and as each changes to meet new, oF 
newly realized needs, the other cannot be left um 
touched. The theory of the half-way house as a Ie 


habilitative measure is that a period of residency in 4 
sheltered, homelike environment provides much-needed 
preparation for life in the community; most houses, 
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therefore, have limited their number of residents from 
6 to 15 ex-patients. 

Large old houses have been given preference because 
they can accommodate this number comfortably without 
sacrificing small group closeness. With the exception of 
the N.I.M.H. half-way house, which was built specifically 
for its present purpose, all of these houses were pre- 
viously used for other purposes and have had to be con- 
verted to a greater or lesser degree. Several have been 
leased rather than bought. 

The type of residential area varies. If vocational 
adjustment is one of the main selection factors, the 
house should be located in a section convenient to work 
and transportation. The two Vermont houses are lo- 
cated twelve and twenty-six miles from the hospital in 
larger communities with more employment possibilities. 
(The professional staff of the hospital feels that distance 
has the additional advantage of fostering independence 
in their residents.) A quiet residential section also 
helps to foster a family environment and to provide a 
peaceful transition period. 

On the other hand, those houses wherein the resi- 
dents are not well enough to work (Brockton) or not 
suitable for it (the young boys at N.I.M.H.) are both 
located on the hospital grounds where professional 
supervision is more readily available. The Rutland 
Corner House prefers that its residents be either work- 
ing or assigned to the hospital day program and there- 
fore it is appropriately located one-and-a-half blocks 
from the hospital. 


Community Relations 


For those houses located en the hospital grounds or 
near them, placid community relations are taken for 
granted, since the immediate neighborhood is already 
used to the presence of the patients. More care must 
be taken with those houses which are located in resi- 
dential districts further removed from the immediate 
vicinity of the hospital. Two houses found that the 
neighborhood of their choice violently objected and local 
petitions were circulated against the proposal. In both 
cases church and newspaper support for the new occu- 
pants helped calm the dissension through an intensive 
educational campaign. 

The ex-patient needs education in social skills which 
can be re-learned only through interacting with other 
people. In several of the houses volunteer groups from 
the community have contributed their time and interest 
in planning house social events for such training pur- 
poses. This has provided an opportunity for the resi- 
dents to interact socially and to learn and test social 
skills within the house before moving into the commu- 
nity at large. 


Criteria for Selection 


Methods of selecting patients vary widely. No house 
seems to be comparable to any other in this matter. 
Some take cases of all diagnoses, some take only 
schizophrenics, while the levels of vocational and social 
adjustment required are decidedly heterogeneous. Alco- 
holics as residents seem to be an extraordinarily difficult 
group, although Quarters is now working with them. 


The only general agreement seems to be on the need for 
such a transition facility. 

Who makes the selection also varies from house to 
house. The role of the decision maker can apparently 
be filled by any number of people, or combination of 
people in the house and hospital staff. Some of the 
houses use committees as screening devices. Quarters 
utilizes a group of private employers who have dealt 
for several years with effective job placement of ex- 
patients. Vermont uses a combination of hospital and 
house professional staff members operating as a re- 
habilitation team. Other houses use individuals with 
less formal means of communication. 

Whoever makes the selection, the choice of suitable 
patients is one of the more crucial variables in the effec- 
tive maintenance of half-way houses. Costs, the amount 
of staff required, the in-house program, the length of 
stay of the residents, community relations, and the re- 
admission rate of residents are all to some degree de- 
pendent upon this selection. Few houses have formalized 
their methods of selection. The California Department 
of Mental Hygiene has, however, attempted to delineate 
its criteria for the sélection of half-way house residents. 
Although it prefers to place such patients under its 
family care program, the Department feels that a suitable 
half-way house patient should be in good remission; have 
a good potential to sustain himself socially and eco- 
nomically; require a minimum of caretaker supervision, 
and be motivated to secure employment and work towards 
self-sufficiency and early discharge. 

Portals also has a “selection procedure” based on the 
following considerations: ability to live outside the 
hospital without supervision; motivation and potential 
for vocational placement (the only exception to this 
would be an individual who meets all other qualifica- 
tions but whose maximum adjustment excludes employ- 
ment); ability to meet financial requirement; and ab- 
sence of such symptoms as would interfere with group 
relations. This would exclude patients who are overtly 
homosexual, and those whose primary diagnosis is alco- 
holism. Applicants should have some ability to establish 
interpersonal relationships. 

In general, then, criteria for suitable patients may 
be broken down into three broad areas: (1) diagnosis, 
(2) level of social adjustment and (3) level of working 
adjustment. 

In the area of vocational adjustment, the houses are 
much more specific in their requirements. Modesto did 
require and Quarters now requires that all residents 
work. Portals, Rutland Corner, and Vermont Reha- 
bilitation Houses hope for vocational potential which 
can be put to use soon after the resident’s arrival in 
the house. The house at N.I.M.H. has no vocational 
requirements since its residents are too young for em- 
ployment, nor does the Brockton house, which seeks 
to place its patients in another sheltered environment. 


Criteria for Discharge 
If criteria for selection seem unformulated and di- 
versified, criteria for discharge from half-way houses seem 
almost non-existent. One important consideration seems 
to be the patient’s readiness to accept a move to the 
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outside world. Another is his degree of financial in- 
dependence. To facilitate the latter, Vermont requires 
that the resident save out of his first earnings until he 
has a total of $150 before discharge is considered. 

Most of the houses have a recommended length of 
stay which varies from two to six months. All of the 
houses, however, let the patients stay longer if there 
is need, so that the suggested length of stay and the 
actual average length of stay are never the same for a 
given house. 


Staffing Needs 


All the houses but one have had a full-time house- 
keeper when they opened. The exception closed. The 
need for professional supervision is stressed and has been 
met in one of two ways: by hiring a professional person, 
usually a social worker, to live in or outside the house; 
or by appointing a member or members of the profes- 
sional staff of the liaison hospital or another interested 
institution to provide supervision for the ex-patients 
and staff members. Such supervision may be in addition 
to, or instead of, regular staff duties. 

Both Brockton and the Vermont Rehabilitation 
Houses have successfully used ex-attendants as house 
parents, with professional supervision from the hospital. 
Modesto’s housemother was a “mature and patient” 
private citizen who owned and ran the house as a room- 
ing house, while professional supervision was supplied 
by the hospital staff as an additional duty. Unfortun- 
ately this system of help and supervision did not prove 
adequate over a long period of time since the hospital 
itself was understaffed; this inadequacy was one of the 
major reasons for the failure of the half-way house. 

Other ancillary personnel mentioned are janitors, 
cleaning women for heavier housecleaning duties and 
a relief cook to substitute for the housekeeper if she 
also does the cooking and lives in full time. The size 
of the staff seems to depend upon the in-house program, 
ie., what is provided in the way of vocational counseling, 
group therapy, hospital liaison, supervision for the super- 
visor, etc. 


Relations with the Hospital 


The forma] and informal relationship of the house 
to the hospital also varies but the hospital always seems 
to provide referrals and some sort of supervision for 
staff members. For organizational purposes the role of 
the hospital in the functioning of a half-way house may 
be broken down into the relationship of the hospital to 
the individual resident, and to the institution and its 
staff. 

The hospital often prepares future residents for occu- 
pancy via an intensive in-hospital rehabilitation pro- 
gram. It always refers the prospective patients and often 
screens the applicants either formally or informally 
through the use of a committee or by individual staff 
members. 

Residents in the house often remain in individual 
therapy with hospital staff and sometimes hospital staff 
members lead group therapy sessions with the house 
members. Physical health seems to be the responsi- 
bility of the hospital which provides and regulates medi- 


cation. Sometimes vocational guidance is supplied by 
hospital counselors, and hospital facilities, such as day 
hospitals and work programs, are often available to 
house residents. Occasionally, members of the hospital 
staff review cases before discharge. 


The hospital usually plays a large part in organizing 
and instituting the house in the beginning by helping to 
raise funds, preparing the community and planning the 
house. Sometimes it continues to give financial support 
to the house. More often, however, it works closely with 
other groups, which are financing the house, by continu- 
ing to provide professional, supervisory, or service per- 
sonnel such as vocational counselors, therapists (indi- 
vidual and group), social workers and consultants. The 
hospital often is in charge of research in the house. 

Half-way houses represent a new but very significant 
development for the rehabilitation of mental hospital 
patients in the United States. Their greatest contribu- 
tion seems to be in effectively helping two groups regain 
a place in the community, i.e., those patients who under 
ordinary circumstances might be unsuitable for dis- 
charge, and those who would be returning to unsuitable 
environments. In spite of the poor prognosis of these 
two groups, readmission rates so far have not been ex- 
cessive. 


This paper was excerpted, with the permission of the av- 
thor, from a study financed by the National Institute of Mental 
Health, U.S. Public Health Service. A short bibliography on 
half-way houses is available on request from Mental Hospital 
Service. Please send a stamped addressed envelope. 


Film Preview at Tenth Institute 


A scene from A NEW CHAPTER, a new film for and about 
the discharged mental patient. In the scene above, the former 
patient faces his brother over the breakfast table on his first 
morning home and tries to convince his well-meaning but ap- 
prehensive brother that he is well enough to do things for 
himself. Intended to stimulate discussion in group psycho- 
therapy meetings of patients about to be discharged from 
mental hospitals, this film will have its premiere at the forth- 
coming A.P.A. Mental Hospital Institute in Kansas City. 
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THE NgEps oF MENTAL PATIENTS 


IX. Relief from Fatigue 


By RUPERT A. CHITTICK, M.D. 


Superintendent, Vermont State Hospital, 
Professor of Psychiatry, University of Vermont College of Medicine 


i ROLE OF FATIGUE as a Causative or precipitating 
factor in mental illness has long been recognized. At 
one time it was dignified by the diagnostic label of 
“toxic-exhaustive” psychosis. While this title is no 
longer used, every practicing physician recognizes that 
fatigue often plays an important role in the ills of his 
patients, regardless of whether those ills are mental or 
physical. A sense of well being implies mental alert- 
ness, good physical health and an absence of any serious 
degree of fatigue. Experience and research in industry 
have made clear the relationships between fatigue and 
efficiency and between fatigue and the incidence of 
accidents. 

The standard textbooks in psychiatry, in discussions 
of the neurotic anxiety-tension states and occasionally 
of the depressions usually mention fatigue as a symptom. 
The implication is that the fatigue results from the nerv- 
ous condition and probably this is true in the majority 
of instances; but clinical experience also reveals many 
patients in whom the sequence of cause and effect is not 
so clear. In any case, fatigue as a symptom is encoun- 
tered frequently and becomes a definite part of the 
therapeutic problem. For example, one meets an oc- 
casional patient with a delirium reaction for which 
extreme fatigue seems to be the most likely cause. More 
frequently, fatigue is but one factor to be considered in 
the therapeutic program. 


Lack of Sleep Aggravates Mental Symptoms 


There are many mental disturbances which, in our 
thinking, we do not ordinarily associate with fatigue, 
but in which a relationship may nevertheless exist. The 
textbooks do not call attention to it, but clinical experi- 
ence does. For example, the increased need for sleep 
by many elderly people with mild cerebral arterio- 
sclerotic or senile changes is well known. It makes little 
difference whether we explain this need on a psychologi- 
cal or physiological basis. The mental balance of such 
individuals is so delicate that it can be easily upset by 
any one of many events. Among these are fatigue, mild 
infection and physical or emotional trauma. The fact 
remains that events which deprive the patient of his 
sleep may aggravate his mental symptoms. 

The role of fatigue in the deliria is not so clear but 
still deserves some consideration. It is a well-known 
fact, for example, that the patient suffering from delirium 


tremens recovers quickly once he begins to eat and sleep, 
Therefore, the initial goals of our treatment are focused 
on meeting these two needs. 

Many of the attacks of acute functional psychosis 
seem to be ushered in by prolonged periods of loss of 
sleep. This was brought quite forcibly to my attention 
many years ago when a psychiatrist colleague was admit- 
ted to the hospital in a deep depression. It was during 
the period when “total-push” treatment was at its height, 
but, probably because he was an old friend, we did not 
subject our patient to this regime. He was permitted 
to remain in his room, lying in his bed or sitting in a 
chair most of the time. Gradually he began to relax 
and to sleep. Within a few weeks he recovered and was 
lavish in his praise (undeserved) of our understanding. 
He felt we had recognized the cause of his depression 
as being exhaustion. He was then able to tell us of the 
months of overwork and loss of sleep which had been 
forced upon him and which, he was convinced, had led 
to his breakdown. 


Hospital Atmosphere Should Be Relaxing 


The problem is of sufficient general importance to call 
for positive measures to meet it. These measures should 
be of two types, general and individual. Under general 
measures we should consider the hospital atmosphere and 
routine. In spite of the fact that most admission wards 
were designed for security rather than relaxation, it may 
still be possible to do much to lessen the barren drabness 
so frequently observed. The use of a variety of colors 
for the walls, draperies at the windows, and comfortable 
furniture can contribute much toward a relaxing atmos- 
phere. One mental hospital (Arizona) has reported 
experiments with wall to wall carpeting. 

Many patients find the noise of the radio or television 
quite disturbing, particularly during the first days of 
their hospitalization. We have recently converted a 
small dormitory at one end of our women’s admission 
ward into a television room. Those patients who want 
to watch television can do so at leisure; others who want 
to read or play cards can sit in the quiet of the day 
hall. Several patients have expressed their appreciation 
of this change. 

A short rest period after the noonday meal has been 
a routine in our admission wards for many years and 
is, I believe, a therapeutic procedure. Another routine 
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that we have found helpful is to give each new patient 
aroom by himself until he has made his adjustment to 
the hospital or until his condition will permit transfer 
to a small dormitory. 


Recreation and Activity Also Combat Fatigue 


Even at best, a first admission to a mental hospital 
is likely to be a frightening and threatening experience. 
Anything we can do to lessen the stress and to give the 
patient confidence in the hospital and its staff should 
hasten his recovery. In addition to the physical arrange- 
ments already noted, one should consider recreational 
and activity programs. 

All of these environmental factors are important in 
contributing to relaxation and combating fatigue, but 
they are of little value if they are not administered by 
a competent, well trained and experienced staff. Therapy 
starts in the admitting office and can be enhanced or 
retarded by the attitudes and skills of the hospital per- 
sonnel from that point on. 

After meeting these general needs in the best way 
that circumstances permit, one must then attempt to 
meet the individual needs of the patient. Fortunately 
there is now much that can be done to aid the patient 
toward relaxation and the overcoming of fatigue. The 
judicious use of sedatives and “tranquilizing” drugs has 
greatly changed the treatment programs in our mental 
hospitals and has made it possible to overcome, quite 
rapidly in most instances, the effects of fatigue. The 
value of electro-convulsive treatments for depressive re- 


actions is well established, and we are all familiar with 
the improved sleep patterns which emerge after only 
one or two treatments. Unfortunately the “energizing” 
or anti-depressant drugs have not been so rewarding, in 
our experience, as we would wish. We have reason to 
believe, however, that in time this lack will be corrected. 

None of the individual approaches mentioned can be 
considered as an end in itself, but each is very help- 
ful in meeting certain initial needs and in making the 
patient accessible for more definitive treatment. The 
ability to treat more patients effectively and in shorter 
periods of time tremendously increases the necessity for 
trained personnel. Until these additional personnel 
needs can be met, the entire program of therapy will be 


handicapped. 
Patients Learn to Avoid Fatigue 


When the patient is able to leave the hospital, he and 
his family will want advice which will help them to avoid 
future trouble. It is often difficult to give specific ad- 
vice at this time but in one area advice can be given 
with confidence: avoid fatigue! Given sufficient time, 
many patients who have suffered repeated episodes of 
mental illness learn this fact for themselves. They dis- 
cover that a “breakdown” is apt to follow a period of 
overwork or loss of sleep. We can advise them early 
to regulate their lives so that as much as possible they 
will avoid becoming fatigued and thus letting go of the 
control and self-confidence so carefully built up through 
a program of physical and mental rest. 


X. Sexual Needs, Excretory Functions and Pain 


By MAX DAY, M.D., Director, Briggs Clinic, 
Boston State Hospital, Mass. 


I Dr. BARTON’s OUTLINE for this series, a need was 
described as a state of unrest, characterized by painful 
subjective tension. The general goal of the drive to 
fulfill a need is a negative one—to put an end to the 
state of tension. The particular goal and means of 
achieving it may vary greatly. This allows the indi- 
vidual scope in pursuing satisfaction but makes it harder 
for the observer to understand the meaning of the be- 
havior without the co-operation of the individual. Only 
by faithfully studying the feelings, thoughts and be- 
havior of an individual with him, can we understand 
his needs. Usually in normal life the person is quite 
capable of arranging for his own satisfactions. 

Dr. Barton raised the question of meeting or treating 
the needs of mental hospital patients. Some, such as 
excretory needs, must be met. Some, such as sexual 
needs, must not be met. Still others must be dealt with 
in both ways. 


Sexual Needs 
As a rule, mental hospitals segregate patients by sex, 


and make no attempt to satisfy their sexual needs. In 
recent years there have been efforts to meet some of the 
psychological components of sexual needs, as seen in the 
growth of beauty parlors, in regular dances and other 
activities for men and women together. The basic needs, 
however, are not satisfied. 

Every psychiatrist has had to deal with a patient 
whose sexual wishes have been aroused. He is then 
torn between his wish to permit pleasure to a fellow 
human being and concern about the outcome of such 
a course. This is best understood in following a patient, 
microscopically so to speak, as in individual therapy. 

One such patient, with a schizo-affective diagnosis, 
spent many hours pleading for permission to go out and 
marry her lover. The lover had just recently left the 
hospital and it was not yet clear whether he would be 
able to maintain himself in the community, much less 
support a wife. The patient became careless of her 
dress and grooming and began to gain weight. It was 
obvious that the plans for marriage were not realistic 
but it was not enough to tell this to the patient. The 
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Professor of Psychiatry, University of Vermont College of Medicine 


> i ROLE OF FATIGUE as a Causative or precipitating 
factor in mental illness has long been recognized. At 
one time it was dignified by the diagnostic label of 
“toxic-exhaustive” psychosis. While this title is no 
longer used, every practicing physician recognizes that 
fatigue often plays an important role in the ills of his 
patients, regardless of whether those ills are mental or 
physical. A sense of well being implies mental alert- 
ness, good physical health and an absence of any serious 
degree of fatigue. Experience and research in industry 
have made clear the relationships between fatigue and 
efficiency and between fatigue and the incidence of 
accidents. 

The standard textbooks in psychiatry, in discussions 
of the neurotic anxiety-tension states and occasionally 
of the depressions usually mention fatigue as a symptom. 
The implication is that the fatigue results from the nerv- 
ous condition and probably this is true in the majority 
of instances; but clinical experience also reveals many 
patients in whom the sequence of cause and effect is not 
so clear. In any case, fatigue as a symptom is encoun- 
tered frequently and becomes a definite part of the 
therapeutic problem. For example, one meets an oc- 
casional patient with a delirium reaction for which 
extreme fatigue seems to be the most likely cause. More 
frequently, fatigue is but one factor to be considered in 
the therapeutic program. 


Lack of Sleep Aggravates Mental Symptoms 


There are many mental disturbances which, in our 
thinking, we do not ordinarily associate with fatigue, 
but in which a relationship may nevertheless exist. The 
textbooks do not call attention to it, but clinical experi- 
ence does. For example, the increased need for sleep 
by many elderly people with mild cerebral arterio- 
sclerotic or senile changes is well known. It makes little 
difference whether we explain this need on a psychologi- 
cal or physiological basis. The mental balance of such 
individuals is so delicate that it can be easily upset by 
any one of many events. Among these are fatigue, mild 
infection and physical or emotional trauma. The fact 
remains that events which deprive the patient of his 
sleep may aggravate his mental symptoms. 

The role of fatigue in the deliria is not so clear but 
still deserves some consideration. It is a well-known 
fact, for example, that the patient suffering from delirium 


tremens recovers quickly once he begins to eat and sleep, 
Therefore, the initial goals of our treatment are focused 
on meeting these two needs. 

Many of the attacks of acute functional psychosis 
seem to be ushered in by prolonged periods of loss of 
sleep. This was brought quite forcibly to my attention 
many years ago when a psychiatrist colleague was admit 
ted to the hospital in a deep depression. It was during 
the period when “total-push” treatment was at its height, 
but, probably because he was an old friend, we did not 
subject our patient to this regime. He was permitted 
to remain in his room, lying in his bed or sitting in a 
chair most of the time. Gradually he began to relax 
and to sleep. Within a few weeks he recovered and was 
lavish in his praise (undeserved) of our understanding. 
He felt we had recognized the cause of his depression 
as being exhaustion. He was then able to tell us of the 
months of overwork and loss of sleep which had been 
forced upon him and which, he was convinced, had led 
to his breakdown. 


Hospital Atmosphere Should Be Relaxing 


The problem is of sufficient general importance to call 
for positive measures to meet it. These measures should 
be of two types, general and individual. Under general 
measures we should consider the hospital atmosphere and 
routine. In spite of the fact that most admission wards 
were designed for security rather than relaxation, it may 
still be possible to do much to lessen the barren drabness 
so frequently observed. The use of a variety of colors 
for the walls, draperies at the windows, and comfortable 
furniture can contribute much toward a relaxing atmos 
phere. One mental hospital (Arizona) has reported 
experiments with wall to wall carpeting. 

Many patients find the noise of the radio or television 
quite disturbing, particularly during the first days of 
their hospitalization. We have recently converted a 
small dormitory at one end of our women’s admission 
ward into a television room. Those patients who want 
to watch television can do so at leisure; others who want 
to read or play cards can sit in the quiet of the day 
hall. Several patients have expressed their appreciation 
of this change. 

A short rest period after the noonday meal has beet 
a routine in our admission wards for many years and 
is, I believe, a therapeutic procedure. Another routine 
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that we have found helpful is to give each new patient 
a room by himself until he has made his adjustment to 
the hospital or until his condition will permit transfer 
to a small dormitory. 


Recreation and Activity Also Combat Fatigue 


Even at best, a first admission to a mental hospital 
is likely to be a frightening and threatening experience. 
Anything we can do to lessen the stress and to give the 
patient confidence in the hospital and its staff should 
hasten his recovery. In addition to the physical arrange- 
ments already noted, one should consider recreational 
and activity programs. 

All of these environmental factors are important in 
contributing to relaxation and combating fatigue, but 
they are of little value if they are not administered by 
a competent, well trained and experienced staff. Therapy 
starts in the admitting office and can be enhanced or 
retarded by the attitudes and skills of the hospital per- 
sonnel from that point on. 

After meeting these general needs in the best way 
that circumstances permit, one must then attempt to 
meet the individual needs of the patient. Fortunately 
there is now much that can be done to aid the patient 
toward relaxation and the overcoming of fatigue. The 
judicious use of sedatives and “tranquilizing” drugs has 
greatly changed the treatment programs in our mental 
hospitals and has made it possible to overcome, quite 
rapidly in most instances, the effects of fatigue. The 
value of electro-convulsive treatments for depressive re- 


actions is well established, and we are all familiar with 
the improved sleep patterns which emerge after only 
one or two treatments. Unfortunately the “energizing” 
or anti-depressant drugs have not been so rewarding, in 
our experience, as we would wish. We have reason to 
believe, however, that in time this lack will be corrected. 

None of the individual approaches mentioned can be 
considered as an end in itself, but each is very help- 
ful in meeting certain initial needs and in making the 
patient accessible for more definitive treatment. The 
ability to treat more patients effectively and in shorter 
periods of time tremendously increases the necessity for 
trained personnel. Until these additional personnel 
needs can be met, the entire program of therapy will be 


handicapped. 
Patients Learn to Avoid Fatigue 


When the patient is able to leave the hospital, he and 
his family will want advice which will help them to avoid 
future trouble. It is often difficult to give specific ad- 
vice at this time but in one area advice can be given 
with confidence: avoid fatigue! Given sufficient time, 
many patients who have suffered repeated episodes of 
mental illness learn this fact for themselves. They dis- 
cover that a “breakdown” is apt to follow a period of 
overwork or loss of sleep. We can advise them early 
to regulate their lives so that as much as possible they 
will avoid becoming fatigued and thus letting go of the 
control and self-confidence so carefully built up through 
a program of physical and mental rest. 


X. Sexual Needs, Excretory Functions and Pain 


By MAX DAY, M.D., Director, Briggs Clinic, 
Boston State Hospital, Mass. 


I Dr. BARTON’s OUTLINE for this series, a need was 
described as a state of unrest, characterized by painful 
subjective tension. The general goal of the drive to 
fulfill a need is a negative one—to put an end to the 
state of tension. The particular goal and means of 
achieving it may vary greatly. This allows the indi- 
vidual scope in pursuing satisfaction but makes it harder 
for the observer to understand the meaning of the be- 
havior without the co-operation of the individual. Only 
by faithfully studying the feelings, thoughts and be- 
havior of an individual with him, can we understand 
his needs. Usually in normal life the person is quite 
capable of arranging for his own satisfactions. 

Dr. Barton raised the question of meeting or treating 
the needs of mental hospital patients. Some, such as 
excretory needs, must be met. Some, such as sexual 
heeds, must not be met. Still others must be dealt with 
in both ways. 


Sexual Needs 
As a rule, mental hospitals segregate patients by sex, 


and make no attempt to satisfy their sexual needs. In 
recent years there have been efforts to meet some of the 
psychological components of sexual needs, as seen in the 
growth of beauty parlors, in regular dances and other 
activities for men and women together. The basic needs, 
however, are not satisfied. 

Every psychiatrist has had to deal with a patient 
whose sexual wishes have been aroused. He is then 
torn between his wish to permit pleasure to a fellow 
human being and concern about the outcome of such 
a course. This is best understood in following a patient, 
microscopically so to speak, as in individual therapy. 

One such patient, with a schizo-affective diagnosis, 
spent many hours pleading for permission to go out and 
marry her lover. The lover had just recently left the 
hospital and it was not yet clear whether he would be 
able to maintain himself in the community, much less 
support a wife. The patient became careless of her 
dress and grooming and began to gain weight. It was 
obvious that the plans for marriage were not realistic 
but it was not enough to tell this to the patient. The 
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meaning of the increased intensity of her wishes had 
to be clarified for her. 

Soon it became clear that behind her behavior, which 
seemed to point in a sexual direction, lay the patient's 
gratitude to the therapist. No one else had ever shown 
her so much interest and asked nothing in return. The 
patient felt she had only her body to offer as payment 
but at the same time fought against her need to show 
gratitude in this way. Finding a “lover” to stand be- 
tween herself and the therapist, gaining weight and be- 
coming slovenly were all devices to decrease her sexual 
value to him. 


This kind of behavior arises often in people who have 
deep feelings of loneliness and worthlessness, to the ex- 
tent that they would be willing to pay anything, so to 
speak, to quiet these feelings. This may explain the 
promiscuity seen in certain manic patients, in certain 
alcoholics and others. How naive it would have been 
to accept this patient’s entreaties and plans at face 
value. It would not only have hurt the patient but 
would have missed the point of the feelings she was 
trying to cope with. 


Excretory Function 


From a purely physiological point of view, excretory 
functions must be satisfied. If the problem remained 


Everything But Princess Grace! 


Adults and children alike enjoyed themselves, and patients 
benefited when the Boston State Hospital League brought 
to the hospital grounds an elaborate “Monte Carlo Carnival” 
complete with carousel (above), rider ponies, cotton candy, 
color, and excitement. The League, an organization of rela- 
tives and friends of mental patients, put on the carnival to 
attract public attention to the problems of the mentally ill 
and to raise funds to build an outdoor recreation facility, 
ball diamond, and bandstand at the hospital. Thousands at- 
tended the two-day event which made more than $20,000. 
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at this level, the matter would be simple, but again the 
psychological meaning of this function and its history 
complicate the matter. 

Basically, satisfying these needs is pleasurable. But, 
to live reasonably with his family and to mature gen 
erally, the growing child must curb and give up the 
importance of these pleasures. In families where there 
is excessive stress on cleanliness, it becomes both harder 
and more important to give them up. The related 
qualities of generosity, orderliness, punctuality and ri- 
gidity become mixed in this struggle. In the usual course 
of events, the individual settles this matter reasonably 
for himself. Premature imposition of toilet habits, how- 
ever, may deprive him of sufficient pleasure in this area, 
so that he never willingly adopts acceptable toilet habits 
for his own sake. The old battle about toilet attitudes 
may then continue into later years with vigor. 

One patient was quiet, modest, neat and in her lucid 
periods, very careful about her grooming. When psy- 
chotic, she danced in the nude, was boisterous, forward 
and dirty. One day the nurse reprimanded her for her 
dirtiness and she loosed a tirade on this subject. “My 
mother worked us by the clock. Six o’clock—go! nine 
o’clock—go! twelve o’clock—go! three o’clock—go! six 
o’clock—go! I am tired of going when she wants it. The 
whole house runs by the clock.” As the rage mounted, 
her tears for her demanding and depriving mother ap 
peared as well. In this case the patient had told the 
nurse a piece of her own life story, and both could 
understand more clearly her rebellion against cleanli- 
ness. Many other such battles are crystallized in the 
chronic attitudes of patients whose behavior may be 
strange, offensive or a fire-hazard to the ward. 

It is already clear that the problem of excretory func 
tions is intimately tied up with the whole area of anger. 
This subject cannot be dealt with here systematically 
but is so important as to deserve special mention. Many 
needs can be satisfied in surrogate ways, or their satis- 
faction may be indefinitely deferred, though with some 
pain to the individual. Anger is hardest of all to deal 
with in these ways, as our patients’ lives so clearly show. 
The problem of dealing with anger is universal and in 
a hospital has to be worked at constantly by patients and 
staff. It requires much tolerance, patience and above 
all an attitude of “let’s bring this thing out into the 
open.” Slowly, influence can be applied on our patients 
as they find value in the staff's attitudes and try to imi- 
tate them. The staff must be tolerant of explosions of 
disappointment and hurt. It is often even necessary to 
praise certain quiet patients for being able to show 
anger. This is not to say that patients should be al 
lowed to stay at a level of chronic rage reactions. The 
staff must help the patient relate his rage to the appro 
priate areas in his life, accept it in himself and then 
find more grown-up ways of dealing with it. To be an 
example, the staff needs support in turn from the phy 
sician, supervisor and others higher up. 


Pain 


Superficially this area of pain seems simple enough. 
Pain serves to alert the individual to something that 
may damage or overwhelm him. For some people paif 
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has been so much a part of their way of life that it 
becomes an accepted source of pleasure. In others pain 
seems to become tied up to other needs such as sexual 
pleasures. 

A middle-aged woman was suffering from an involu- 
tional depression but at times showed more regressive 
signs of catatonic-like apathy. She had become psychotic 
after her children had grown up and her second husband 
had died. She recovered from this episode, got a degree 
ina professional field but felt she had not received the 
recognition she wanted from her supervisor. She again 
became psychotic. After an initial period of therapy she 
came to like her therapist and then changed suddenly. 
She became more regressed and provocative. She de- 
manded privileges she knew she could not get, ran away 
from the hospital, lay nude in the hallway of the ward, 
hid in the toilet and attacked her therapist, often aim- 
ing at his genitals. As her story unfolded, it became 
clear that she was repeating a life’s pattern. She had 
been twice married, each time to a relatively passive 
professional man, whom she had approached and wooed. 
When she became impregnated she had turned on the 
man in anger and demanded that he marry her. She 
then devoted herself totally to her mate and his needs, 
while, underneath, feeling cheated out of the career she 
desired. 

This was the pattern the patient tried to re-institute 
with her therapist. Her charging at him and inviting 
him to hurt her in turn had no meaning except within 
the context of her whole life-story. This was the tech- 
nique she had always used for dealing with people in a 
meaningful way. 

A similar and familiar pattern is seen in many cou- 
ples, in which one partner is more immature, border- 
line or psychotic. One partner of such a marriage may 
come for help but really wants a judge to decide in his 
favor, an ally to provide him with a better cudgel 
against his mate, or a magician to change the spouse. 
Many such couples show a history of cycles in which 
first one spouse suffers repeated humiliations and even 
physical attacks; then the wheel turns in the other 
direction and the former sufferer becomes the tormentor, 
while the previous torturer becomes the willing victim. 
The direction of the torturing and suffering changes 
again and again. To help such people is often difficult 
because of the repeated changes from active to passive 
suffering and the deep-rootedness of such patterns. Many 
such patterns go on indefinitely. Therapy sometimes 
leads to the break-up of such a partnership, when one 
partner decides that the game is no longer worth the 
candle. 


Summary 


We have seen that sexual needs, excretory needs and 
pain are biologically rooted. On this physical basis has 
been built a complicated psychological superstructure 
of modes, manners and partners for satisfaction. Before 
venturing to meet these needs, it is important to under- 
stand them with the individual in the light of his back- 
found. The general understanding of human beings 
has to be tailored to fit the individual. Only then can 
oe work towards meeting the patient’s needs. 


“Voice of the Patients” 
Airs Hospital Problems 


During the unfortunate circumstances surrounding 
commitment to a mental hospital and in the anonymous 
state in which the patient finds himself in the institu- 
tion he loses much of his dignity and self-respect. He 
is apt to feel that his voice is pretty small and quite 
lost among the hundreds of others within the hospital 
walls. To combat this feeling, which may persist in 
spite of the most ideal treatment situation, psychologists 
and activity therapists at the Anna (IIl.) State Hospital 
came up with the idea of an organization called “The 
Voice of the Patients,” or V.O.P. for short. 

Any patient who has grounds privileges is eligible to 
be a member. Meetings are held once a week in the 
early evening and are conducted by Roberts parlia- 
mentary rules with an elected chairman presiding. Many 
problems are aired and discussed. A patient who wishes 
to monopolize the meeting with his own personal prob- 
lems is advised to seek the psychologist, who sets aside a 
special time for these appointments. General problems 
or suggestions for improvement may be taken directly 
to the Superintendent. 

At the request of V.O.P. the Medical Staff is working 
out a book of patients’ rules. Patients on one of the wards 
were dissatisfied with serving facilities in their dining 
room. Their representatives brought up the matter and it 
has since been adjusted to the satisfaction of all. Occa- 
sionally repairs or physical improvements are requested 
and brought to the attention of the Superintendent. 
V.O.P. has maintained a unity and esprit de corps in spite 
of the fact that many of its leaders have recovered and 
been discharged from the hospital. Once a month all 
serious thoughts are put aside and there is a party with 
refreshments and amateur entertainment. Sometimes a 
speaker is invited. For the July 4th parade the members 
decorated a float depicting the typical V.O.P. conference. 

Other less tangible therapeutics also seem to be pres- 
ent. Because of the emphasis on democratic procedures, 
patients feel free to express their hostilities or in other 
ways to mold the situation to fit their individual needs. 
For example, a number of patients had built up much 
resentment over the fact that in Industrial Therapy the 
patients, as part of treatment, are expected to work 
without pay. This was discussed at length and finally a 
letter was composed and sent to Dr. Bettag, Director of 
Public Welfare. In reply, he wrote a letter of com- 
mendation to the group, promising to visit them when 
he was in the area, and explained at length the philos- 
ophy of Industrial Therapy. Since then the whole at- 
titude toward work therapy has changed and Dr. 
Bettag’s letter is a prized possession among the or- 
ganization’s official papers. 

Committee members re-learn how to assume responsi- 
bility and they enjoy the added status they earn in this 
capacity. At the monthly parties patients may gain recog- 
nition in the amateur performance or work out their 
problems in skits of their own devising. We feel that 
V.O.P. has proven itself a successful morale builder. 

SYLVIA A. SPERO, Chief Activity Therapist 
(with Troy Zimmer and Rodney Peabody, Advisors to V.O.P.) 
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Voluntary Hospital in Australia 
is State Administered 


By DAVID C. MADDISON, M.R.A.C.P., D.P.M., 
Senior Lecturer, Dept. of Psychiatry, University of Sydney, 
and H. J. PRIOR, D.P.M., Medical Superintendent, 
Broughton Hall Psychiatric Clinic, New South Wales 


pes MANY YEARS the state mental health services in male patients. The wards were built in the 1920’s and] of me 
New South Wales have provided for the voluntary ad- early 1930’s, and are designed on the dormitory system, § contr 
mission of psychiatric patients. Such patients are cared varying in size from six to fourteen beds. There are} or tw 
for almost exclusively in a special hospital, Broughton twelve single rooms for women and six for men. It is}a mei 


Hall Psychiatric Clinic at Leichhardt, an industrial sub- largely due to Dr. Jones’ enlightened view that the 
urb of Sydney. The clinic stands upon ground which is building housing these wards has a most attractive and 


part of an original grant from the Government to one restful setting. It is surrounded by trees, shrubs, flower] for 8 
John Austin in 1819. The original homestead, now used beds, lawns, fish ponds and sunken gardens. Other build-} contr 
as a convalescent ward, was built in 1843, and was de- ings include an administrative block, nurses’ homes, isa « 
scribed in the press (presumably in the real estate sec- kitchen and mess rooms, a pathology unit, a new build | who 
tion) in 1856 as “a handsome, comfortable and substan- ing for occupational and social therapy, a recreation | strait 
tially built family residence, situated in a beautiful and hall and homes for the resident medical officers. no 


highly respectable suburb, and commanding beautiful 
views of the Parramatta River and surrounding country.” Rate ond Policies 

In 1915 a Sydney firm of solicitors, who then owned The annual admission rate is about 1,000 cases, the 
the property, offered it rent free for the use of wounded male admissions holding steady at 40% of the total. 


soldiers. At the close of the war the property was The average patient stay is 45 days. Patients are 
resumed by the New South Wales Government and charged an inclusive fee of twelve guineas (about $28.10) | TI 
opened as a voluntary psychiatric clinic in 1921. Dr. a week. Of this amount, the Commonwealth Govern | contr 
Evan Jones, the original medical superintendent, served ment of Australia pays about $6.24 a week plus an extra | ment 
until his death in 1948. $3.12 should the patient belong to a recognized Hospital } to th 
Total accommodation today is 110 male and 130 fe- Contribution Fund. (These funds are the cornerstones | of th 


New O.T. building has wooded setting, relaxation spots Tennis courts provide exercise and recreation for patients 9 Pile, 
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of medical insurance in this country. An individual may 
contribute as little as 11¢ a week for personal insurance, 
or twice this amount to cover his entire family. Should 
amember of the family be hospitalized, either in a gen- 
eal hospital or in Broughton Hall, the government will 
reimburse him at the rate of $28.10 to $46.83 a week 
for 84 days in any one year, depending on his rate of 
contribution.) Pensioners are charged no fees and there 
isa confidential and reasonable “means test” for people 
who are financially embarrassed so that a patient in 
straitened circumstances may not be charged at all. In 
no cases are there additional charges over and above 
the weekly fee, which includes all physical treatment, 
psychotherapy, pathological investigations, psychological 
testing and all the other facilities of the clinic. 


Administration 


The administration of Broughton Hall is under the 
control of the Division of Mental Hygiene in the Depart- 
ment of Health in this state. In many ways, it is similar 
to that of a state mental hospital. While a proportion 
of the staff is appointed specifically to the hospital, the 


Pleasant library is meeting place for staff and patients 


Patients design and make own clothes in 
Occupational Therapy 


Regular visits to hospital beauty salon are part of therapy 
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Formal landscaping enhances female admission ward (above) 
| 
= 


majority holds only an appointment within the Division 
of Mental Hygiene and may be given the opportunity 
to acquire mental hospital experience during the term 
of appointment. Patients from Broughton Hall are not 
commonly interchanged with those in state mental hos- 
pitals, although some cases, originally thought suitable 
for voluntary care, may be transferred to a state hospital 
if it is decided that they require certification and mental 
hospital facilities. Likewise, under specific provisions 
of the local laws, Broughton Hall sometimes accepts for 
special treatment patients from the state mental hospitals. 


Community Framework 


The value of Broughton Hall must be considered in 
the context of the total mental health services of the 
state. Community attitudes in Australia are fairly un- 
sophisticated, and mental hospitals as such are regarded 
with some suspicion as being quite apart from the main 
stream of community life. It is still widely believed 
that they are places of permanent incarceration rather 
than centers for active treatment and rehabilitation. 
Thus it is extremely difficult to persuade any but the 
most desperate patients to seek voluntary admission to 
a mental hospital. They are not nearly so reluctant, 
however, to place themselves of their own free will in 
a large hospital which they know is devoted exclusively 
to voluntary patients, and where they can, therefore, 
escape to a large extent the social stigma still attached 
to those who have received mental hospital care. 

Moreover, other provisions for voluntary inpatient 
care in the area are virtually non-existent. Only one 
general hospital makes reasonable provision for the man- 
agement of psychiatric illnesses and has a small unit 
of 30 beds for this purpose. Other general hospitals, 
while providing outpatient departments for diagnosis 
and brief treatment, do not contribute significantly to the 
total problem. 


Admission Policies 


Clearly such a hospital can only function optimally 
following the development of satisfactory relationships 
with private psychiatrists, general hospital psychiatric 
services and general practitioners in the area. Patients 
are referred to Broughton Hall from all these sources. 
In addition some individuals approach the hospital di- 
rectly without any recommendation from an outside 
agency. Many patients, who originally consult private 
psychiatrists for diagnosis and assessment, find them- 
selves unable to pay the fees involved in long term 
treatment, and from these private practitioners comes a 
substantial percentage of referrals. It is clearly under- 
stood, however, that every patient must first be seen at 
a morning intake clinic before it is decided whether he 
is suitable for admission. 

Broughton Hall is not a “neurosis hospital”. Over the 
years the proportion of psychotic patients admitted has 
remained at about 60%; these patients include those 
with schizophrenic syndromes, depressions and paranoid 
states. Organic reaction types are also admitted for as- 
sessment and special investigation, but are not kept in 
the hospital if their prognosis is unfavorable. In gen- 
eral, geriatric problems are not considered suitable, nor 
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are cases with a pronounced degree of mental defect, 
Alcoholics pose a particular problem in selection, and as 
a rule are admitted only if their own motivation for 
therapy seems strong. Acutely disturbed psychotics are 
taken if it is felt that their behavior can be brought 
under control quickly; however, in an almost completely 
open hospital in a closely populated suburb, this type of 
case does present real difficulties. 


Program 

During the past two years a determined effort has 
been made to extend the open ward system. This brings 
the usual difficulties, but on the whole the attempt is 
well understood and valued by the staff members. All 
doors are unlocked, except those of some single rooms 
for occasional patients who need observation for short 
periods. Patients are allowed the freedom of the grounds 
as soon as possible after admission, frequently within the 
first day or so of hospitalization. 

Work, recreation and socialization in planned group 
settings are considered of paramount importance in the 
creation of the therapeutic milieu which is an essential 
part of any open hospital. We feel that our well- 
developed activities program is a highly significant aspect 
of patient care. A qualified male psychiatric nurse acts 
as an activities officer, and coordinates the daily pro- 
gram for each patient. This may include gardening, 
tennis, croquet, basketball or badminton, our climate 
being such as to enable outdoor activities to be carried 
on throughout the year. Some patients find supervised 
employment on the grounds and in the workshops of 
the hospital. 

A social therapist, trained in occupational therapy, 
supervises group activities such as play reading, singing, 
and dancing, as well as barbecues, treasure hunts and 
competitive games on the grounds. Cinema shows, con- 
certs and dances are frequently held in the recreation 
hall, and patients take an active part in their planning 
and presentation. 

Dancing instruction is particularly valued by our 
adolescent patients. Women patients enjoy the beauty 
parlor which is in the charge of a qualified hairdresser; 
a member of a cosmetics firm gives her time regularly and 
without fee to teach the finer points of beauty care—an 
interesting example of a volunteer contribution. 0 
addition, an officer of the New South Wales Women's 
League of Health gives a weekly class in physical train- 
ing and in relaxation exercises to music. 

On the purely clinical side, electro-convulsive therapy 
and insulin coma are extensively employed, and trat- 
quilizing drugs, especially chlorpromazine, are used in 
acute syndromes. Long-term psychotherapy, unfortu 
nately, is available only where the indications are espe 
cially strong, and even then staff ratios are too poor to 
allow intensive treatment. However, the virtually world: 
wide enthusiasm for group psychotherapy has found 4 
ready response in this country. During the past year We 
have organized therapeutic group situations for selected 
patients in both the inpatient and outpatient depart 
ments. 

Following discharge, patients are invited to join the 
ex-patients’ Social Therapeutic Club, which meets weekls 
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under staff supervision and which provides recreational 
facilities for ex-patients in an atmosphere of mutual 
support and assistance. 


Research and Training 


Relationships are steadily developing with the De- 
partment of Psychiatry in the University of Sydney only 
four miles away. Professor W. H. Trethowan, since 1956 
in the Chair of Psychiatry, devotes a substantial portion 
of his time to teaching undergraduate and post-graduate 
psychiatry at Broughton Hall where current remodeling 
will provide auxiliary offices for the University Depart- 
ment of Psychiatry. Included will be a library, confer- 
ence room and a group therapy room with one-way 
vision screen, sound amplification and facilities for re- 
cording individual and group psychotherapeutic ses- 
sions. Trainees working towards the Diploma of Psy- 
chological Medicine at the University are frequently 
appointed to Broughton Hall as staff members, so that 
in many respects the relationship between University 
teaching and the entire mental health services of the 
State is becoming increasingly close. One of the authors 
(D.C.M.) holds regular teaching seminars in psychiatric 
interviewing and in psychotherapeutic technique and 
is also conducting a small clinical research program on 
patients in the hospital. 


Future Plans 


From observation of home and overseas practice, we 


believe that this hospital provides some unique services, 
although we learned in the U.S. that the De Jarnette 
Sanatorium in Virginia resembles Broughton Hall in 
certain administrative aspects, notably in the fact that 
it is State administered and has an intake policy re- 
stricted mainly to private voluntary admissions. 

However, we are far from content with our present 
status, staffing and facilities. A new admission and 
treatment unit now on the drawing board will include 
professional teaching facilities to accommodate as many 
as 300 students. This unit will add a further hundred 
beds, most of which will be in double or single rooms, 
with a few small dormitories of three or four beds. 
More modern therapy units, extended outpatient facili- 
ties and facilities for research are also included in this 
plan. A unit for disturbed children will be next on 
our list of expansions. 

But above all these physical facilities, there is an 
urgent need—certainly more urgent here than in most of 
the Western world—for a great increase in the number 
of professionally trained staff available for the care of 
psychiatric patients. Broughton Hall has only three 
full-time psychiatrists including the Medical Super- 
intendent. Four other doctors are in psychiatric train- 
ing. Indeed there is a grave country-wide shortage of 
psychiatrists, clinical psychologists, psychiatric social 
workers and nurses. It is towards the recruitment and 
training of these personnel that we believe our maxi- 
mum effort must now be directed. 
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THE SECLUSION ROOM—CELL OR SANCTUARY? 


By HUMPHRY OSMOND, M.D., Superintendent 
The Saskatchewan Hospital, Weyburn 


ECLUSION ROOMS, found in most psychiatric hospitals, 
ies often look as if they were intended as temporary 
quarters for wild animals, or perhaps as storerooms for 
dangerous chemicals, rather than as shelters for sick and 
distressed humans. 

Yet, the purpose of seclusion is clear and admirable. 
It is intended to reduce interaction following a rupture 
in interpersonal relationships between the patient who 
is being secluded and other patients, or members of the 
hospital staff. 

Seclusion usually occurs when there has been acting 
out or a threat of it. While skilled psychiatric nurses 
can often handle such situations without using seclusion, 
it is proper that a patient, in an explosive situation, 
should have an opportunity to withdraw to a suitable 
spot to be alone for a time or in the company of some- 
one he trusts. 

When children quarrel with siblings or parents, they 
are often sent or asked to go to their room and be alone 
with toys and playthings. Adults retire to a bedroom, 
a study or even to the toilet. Although it was once com- 
mon practice, it is no longer thought admirable to lock 
a child in a dark cupboard. In his own room, he gets 
comfort from his toys, just as an adult will soothe him- 
self with a book, a pet animal, possibly with music, or 
just by being alone. 

The mentally ill person, who has had a rupture of 
interpersonal relationships, likewise needs space under 
his own control where he can “pick up the bits.”” The 
best place would be a room of his own, with familiar 
furnishings and his personal possessions easily visible. 
Wherever his retreat, it should give external stimulation 
as well as support and comfort. 


Bare, Drab Rooms Affect Perception 


Seclusion rooms in many hospitals are built to some 
stereotyped plan, and are poorly-lit, bare, drab rooms 
of a curious cube-like construction which makes them 
seem unduly high. There is little or no furniture, often 
only a mattress. Walls are usually tiled in one color 
only, and this sometimes white. Windows covered with 
heavy screening, ceiling lighting often high and remote 
beyond the patient’s control, heavy imprisoning doors 
sometimes the same color as the walls, and in the middle 
of the floor a brass grating over a drain hole—no wonder 
these rooms are suggestive and frightening. Such rooms 
strongly resemble the reduced environment described by 
Hebb in which even well people can experience major 
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changes in thinking, perception and mood.* Indeed 
in certain non-experimental situations, notably brain 
washing, such environments are deliberately used to en 
courage alterations in perception. Surely then it is un 
wise to place psychotic people in a situation which, since 
it will not afford them even minimal external stimula 
tion, is likely to increase the perceptual disorder which 
many of them already have. 

The need for sufficient stimulation, particularly of a 
visuo-auditory type, combined with carefully selected 
tactile and olfactory stimulation, is strongly suggested by 
Goldfarb’s recent work at the Ittleson Family Center 
with children. His work indicates that many schizo 
phrenic children tend to inhabit a tactile-olfactory world, 
rather than the more common and culturally acceptable 
visuo-auditory one. It seems probable that schizophrenic 
adults may be in much the same position. 

Clearly then we must provide our disturbed patient 
with an adequate amount of pleasurable visuo-auditory 
experience while in seclusion, and also let his environ 
ment be rich in socially acceptable tactile-olfactory pleas 
ures, lest he seek the only remaining gratification—tactile- 
olfactory ones from his own body. Specifically, let us 
imagine a patient, greatly disturbed, shut up in a bare 
room, with bare walls, little or no clothing, and possibly 
only a mattress or blanket as furnishings. The visuo 
auditory and tactile-olfactory enjoyments to be obtained 
from such surroundings are very small. Is it surprising, 
therefore, if his seclusion results in apsophilic (auto 
erotic) activity, in the tactile experience of staff members 
or even in reviving a tactile and olfactory interest in his 
own body products of urine and feces? 

These apsophilic activities, the touching and snuffling 
on the nursing staff, and the handling of feces and urine 
are likely to produce great anxiety and great resentment 
in those who must care for the patient. He will naturally 
interpret this as dislike and rejection, and a_ vicious 
circle is established. He is driven deeper and deeper 
into his tactile-olfactory experiences, and probably also 


* Dr. Donald Hebb, McGill University, conducted ex 
periments in which the subject was placed on a bed im 
an air-conditioned box with arms and hands restrained 
with cardboard sleeves and eyes covered completely with 
translucent ski goggles. Hallucinations and delusions of 
various sorts developed, mostly in those who could stay 
longer than two days. Many subjects left at abou 
twenty-four hours. 
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into full hallucinatory experience. Since we are woefully 
short of really sophisticated staff, we must make very 
vigorous efforts to see that this type of “reduced environ- 
ment” seclusion is banished from the mental hospital as 
quickly as possible. 

The seclusion room, therefore, must be not merely 
pleasant, but the very best room on any ward. There 
are several reasons for this. For one thing, if the room 
is pleasant, it will take away the idea of punishment—not 
merely by a verbal gesture, but by a change in the at- 
titude of everyone on the ward, patients and nurses, 
who will both be far more impressed by the fact that 
the seclusion room is the best on the ward than if there 
is simply lip service to the effect that seclusion is not 
punishment. Money invested in making this room con- 
sicuously better than other rooms “because it is for 
those who are the most unwell” will indicate to both 
nurses and patients that the hospital particularly con- 
cerns itself with those who are the sickest. The fact that 
the room is an object of pleasure and satisfaction to all 
the patients on the ward will exert considerable pressure 
on the disturbed patient to use this joint possession 
properly. This pressure will be extremely effective in 
preserving the room from damage. 


Dimensions and Decor Important 


What, then, should this “best room in the ward” be 
like? Particular attention must be given to its size and 
proportions. A small room of great height is extremely 
oppressive to most people, and if such a room must be 
used, perhaps a false ceiling should be built in. The 
lighting must be good, and must, at least in part, be 
under the patient’s own control. The walls should be 
pleasantly painted in bright and reassuring colors. There 
should be pictures on the wall, and a mirror (a metal 
or unbreakable mirror is permissible). The bed should 
be comfortable and the bed cover pleasant. Sheets, pil- 
lows and mattress must of course be provided. There 
should be chairs and a desk, the chairs self-colored and 
if possible, textured. Patterned material is best avoided, 
since it may have a disturbing, Rorschach-like effect. 
(Until we know more about the effect of patterns on 
patients’ perceptions, we should be cautious about pat- 
terned materials.) A carpet or rug, preferably nylon, 
should be on the floor, which may be of tile or linoleum, 
but should be light in color. To avoid uncertainty about 
the passage of time, a clock and a calendar should be 
dearly displayed. If a toilet cannot be readily available, 
a modern commode chair may substitute, if it is ex- 
plained to the patient. 

It is important here, as elsewhere in the hospital, for 
the furniture to be light, strong and elegant, rather than 
heavy or cumbersome. Heavy furniture quickly becomes 
a challenge to some patients to see if it can be broken. 
It encourages all patients to lose one of the most im- 
portant skills which we all acquire in childhood—the 
ability to maneuver through complicated mazes of furni- 
ture. This ability includes all sorts of skills, especially 
ubliminal psychomotor movement. Mental patients 
frequently lose this ability through disuse, and all too 
often the arrangements in the mental hospital give them 
No opportunity to re-acquire it, or what is even more 


important, to correct early the tendency to lose it. Ex- 
perimental work shows that, given the opportunity, peo- 
ple frequently correct perceptual errors on their own. 
But a bare room, fitted with one massive piece of furni- 
ture affords neither encouragement nor motive for cor- 
recting an error of any sort. 

In the seclusion room, the patient should have diver- 
sions from the very start. Games, books, perhaps a slide 
projector, a television or record player under his control 
are all possibilities. Cut flowers and potted plants should 
decorate the room. Writing materials should of course 
be available, and if the patient has difficulty in writing, 
as some psychotic people do, he might be provided with 
chinagraph (grease) pencils and an ample supply of 
paper. Part of the wall might be processed for drawing, 
which people sometimes find pleasant when they are 
upset. Plasticine and paint should be provided. A way 
might also be devised for the patient to brew his own 
coffee or tea. A tape recorder could be provided to 
allow the patient to hear his own voice, and get ac- 
customed to the fact that he really is there, though this 
should be handled with caution, because some people 
find it rather a disturbing experience. 

All these measures must, of course, be combined with 
friendly interaction with a member of the hospital staff, 
one with whom the patient feels comfortable and can 
speak freely, but who, like the room itself, will keep 
him as close to reality as possible. 

In brief, the seclusion room is ideally a place where 
the patient, after a rupture in interpersonal relation- 
ships, can re-assert his adultness and recover his poise, 
rather than a place of punishment where he is treated 
like an abandoned child in a dark cupboard or a bear 
in a pit. 


Shall We Dance? 


Students from MacPhail College of Music, Minneapolis, 
assist patients with dance orchestra at Hastings (Minn.) State 
Hospital. Jean Gendreau (left, with trumpet) and Beverly An- 
derson (center, directing) are enrolled in the Hospital’s course 
in “Music and Mental Illness”, conducted by Richard Wronski 
of the Department of Rehabilitation Therapies. The college 
grants four academic credits for completion of this course, 
which is designed to provide future music teachers with skills 
in human understanding. Patients benefit from musical activi- 
ties made possible by student participation. 
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Individual play exercises become interpersonal lures and preformed play patterns are awakened in such sports as baseball, 


CORRECTIVE THERAPY 
A Means of Non-Verbal Communication 


By A. B. C. KNUDSON, M.D. 
and JOHN EISELE DAVIS, Sc.D. 
Association for Physical and Mental Rehabilitation 


T HAS LONG BEEN AGREED that physical recreation ac- 

tivities are of considerable usefulness in the enter- 
tainment of the patient, making his lot more endurable 
by adding zest and happiness to his life in the hospital. 
The evolution of modern psychiatric treatment, how- 
ever, is leading to a critical examination of the poten- 
tialities of physical exercise as an adjunct to therapy in 
a program of intensive treatment and dynamic rehabilita- 
tion. A discriminating look at activity in this light takes 
one further than merely catering to the patient’s whims. 
It focuses attention instead on meeting his specific needs 
as explained in the physician’s prescription, and thus 
on modifying his physical exercise and activities to meet 
treatment objectives. 

Modern psychiatry recognizes that there are levels of 
mental illness which make it difficult to communicate 
verbally, and that many patients are unresponsive to oral 
communication. These are the patients whom Adolf 
Meyer described as “saying in their physical activity 
what they could not say in the formal interview.” 

Physical exercise and activity can often be used as a 
vehicle for communication with patients who present 
difficult interpersonal relationship problems. Many of 
these patients will play, and this spontaneous activity 
frequently discloses fruitful clues about their feelings. 
The psychiatrist can find useful background material 
for diagnosis and prognosis as well as helpful indications 
for treatment. For example, in a play situation it can 
be discovered quite readily whether the patient tends to 
play with or against others. Aggressive and submissive 
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traits are brought into relatively clear focus. 

With the increased recognition of physical exercise 
as a therapeutic tool, a new discipline, corrective ther 
apy, has been introduced into activity programs. It con- 
sists of the application of the principles, techniques, and 
psychology of medically oriented physical education to- 
ward assisting the physician in the accomplishment of 
prescribed objectives. 

Experience has demonstrated that the physical ed- 
ucator with specialized medical training in corrective 
therapy is uniquely equipped to develop a productive 
interpersonal relationship with the patient. The coach- 
player association contains many elements which pro 
vide for the creation of what Adolf Meyer called “the 
infectious therapeutic environment.” The physical play 
situation is alive with naturally motivated social phe- 
nomena. Corrective therapy is a holistic process in which 
the therapist is conscious of the patient as a total en 
tity, rather than as an individual part. The application 
of this rationale calls for a special type of education 
and re-education not only of but through the physical. 


Psychodynamics of Activity Considered 


It is therefore quite understandable that the psychiat 
ric direction of corrective therapy promises intriguing 
areas of practical application and theoretical -investige 
tion. New theoretical studies on the relationship of 
physical exercise to emotional stress are bringing into 
clearer focus the therapeutic effects of activity upon the 
pathological state. For example, the hostile patient may 
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Gross body movements lead to more normal expressions of hyperactivity and group calisthenics are adapted to psychiatric aims. 


discover a natural outlet for his aggression through 
physical exercise. 


Imaginative and intuitive therapists are beginning 
to consider the psychodynamics of activity and to ask 
pertinent questions of psychiatrists and educators. There 
is a growing realization that life is motion, and that an 
individual in action is better prepared to meet his psy- 
chological as well as his physical needs. Accordingly, 
therapists are trying to develop more precise modifica- 
tions of patient activities to fit them into the total treat- 
ment plan. 


The corrective therapist must have, not only a prac- 
tical knowledge of therapeutic exercise, but also a keen 
understanding of motor skills and the adaptation of 
activity to the over-all psychological purpose. In other 
words, this therapist, to be effective with psychiatric 
patients, must get entirely away from the concept of the 
muscle man. Activity is no longer an end in itself, but a 
means whereby interpersonal relationships are achieved. 
Programs must be carefully modified to the patient's 
ability, and must provide for the channeling of socially 
unacceptable actions into acceptable expressions of be- 
havior. Means must be provided for the patient to pro- 
gress in physical and social complexities as he is able 
or willing to accept such progression. 


Motor Gains Translated to Behavior Improvements 


Renewed attention is also being given to the methods 
and modalities of re-education. In the case of the mental 
patient especially, it may be more effective to re-establish 
activities already learned than to teach new ones. Over 
the past decade a special study has been made of re- 
designed activity patterns, particularly play configura- 
tions, as a means of motivating the difficult patient. 


Corrective therapists working with mental patients are 
impressed with the ability of these individuals to in- 
tegrate their disordered behavior into effective and ef- 
ficient motor-patterns while engaged in a sport activity. 
The therapists are well aware, however, that athletic 
proficiency is not the major objective and that they must 
organize effective methods for translating these motor 
gains into behavior improvements. A source of great 


professional encouragement is open to them as they con- 
tinue to find increasing evidence of the tendency of men- 
tal patients to become more modifiable and _ socially 
adjustable in these planned experiences of free physical 
expression. The therapist becomes sensitive to the “ac- 
tivity language” through which the patient is able to 
communicate more courageously and freely than he can 
verbally. 

The treatment in corrective therapy is coordinated 
in the patient’s total treatment program and the results 
are integrated with the work of all other therapies and 
disciplines. The major therapeutic aim is to help the 
patient help himself. The corrective therapist does not 
do things to the patient, or for the patient, but with 
the patient. Cooperative interpersonal relationships are 
the major aim; activity is the tool. 


Pattern Set for Training Programs 


The VA Hospital and the Menninger Foundation at 
Topeka, Kansas, provided basic courses of instruction in 
corrective therapy which have served as patterns for 
training programs in many hospitals and universities. 
Studies of disease entities and personality were com- 
bined with modern concepts of milieu and articulate 
therapy. To these were added discussions and demon- 
strations of intensive activity programs individualized 
to meet the distinctive activity-psychological needs of the 
patient as outlined in the medical prescription. 


The official organization of the corrective therapist is 
the Association for Physical and Mental Rehabilitation. 
A national certification register has been set up by the 
American Board for Certification of Corrective Ther- 
apists. Candidates must have completed an approved 
four-year curriculum with a baccalaureate degree, and 
must have had in addition a minimum of 250 hours of 
clinical internship sponsored by a recognized college 
or university. Such experience must have been under 
the supervision of a doctor of medicine and a certified 
corrective therapist. 

The literature of this young profession reflects a wealth 
of clinical experience derived from specialized exercise 
programs for psychiatric patients. 
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Decoupage Eibliotherapy 


Mrs. IONE T. HITT, Chief Librarian 
VA Hospital, Murfreesboro, Tenn. 


HIS POLYSYLLABIC TITLE refers to a down-to-earth 

project devised by a librarian at the VA Hospital 
in Murfreesboro, Tennessee, to interest psychotic pa- 
tients in reading. The word “decoupage” comes from 
the French and means, roughly, to cut from, or to 
cut out. 

The librarian in question was assigned several re- 
gressed patients, none of whom was reading—few even 
bothering to talk. In order to encourage them to 
participate as a group, she purchased colored poster 
materials and procured black and white outline draw- 
ings of famous paintings, each dealing with a particular 
season of the year. These items, together with paste, 
brushes and blunt scissors, were placed on the library 
table around which the patients were seated. 

Since the season of Thanksgiving was approaching, 
the librarian selected for the initial picture THE 
FIRST THANKSGIVING by Jennie Augusta Browns- 
combe. She held up the master drawing so that every- 
one could see the general black and white outline, 
and gave a simply expressed but thoroughly accurate 
historical background of our New England forefathers, 
their hardships, hopes, disappointments, homes, food, 
clothing, etc. As she went through the discussion she 
called attention to various magazine articles and illus- 
trations to be found in the library, and displayed some 
professional literature which she had used when she 
was teaching. 

She then explained that the group was going to 
recreate the original masterpiece of THE FIRST 
THANKSGIVING by pasting pieces cut from the col- 
ored art paper onto the black and white outline, much 
like fitting pieces into a jig-saw puzzle. Faces, hands, 
articles of clothing, and other suitable items had been 
stenciled on the colored paper and shaped to fit cor- 
responding areas on the master panel. Each patient 
was given a pair of scissors and invited to contribute 
something to the reconstruction of the picture. 


Indifference Gives Way to Enthusiasm 


The group at first appeared indifferent to the idea 
and reluctant to participate in any way. However, 
when the librarian had cut out a couple of pieces and 
pasted them in place, talking meanwhile about the 
Pilgrims and their early history, three of the five mem- 
bers of the group started cutting colored bits to fit into 
place. A fourth man elected himself “chief paster,” 
and eagerly pasted on the parts the others cut out. 
Only one patient sat through the whole hour without 
talking or participating. The others displayed more 
and more interest in both the picture and the discus- 
sion as they developed, and by the end of the hour 
much of the picture was completed. 

Throughout the work the librarian asked leading 
questions in an attempt to stimulate discussion. Her 
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failure to elicit many responses was offset by the pride 
of handiwork the patients demonstrated when they 
asked to take the first completed picture to their ward, 
They were assured that the pictures belonged to them 
and could be taken back to the ward as each was 
finished, upon which they wanted to know when they 
could come back and work some more and seemed 
pleased to learn that this would be a regular weekly 
session. 

The next picture in the set depicted a CORN AND 
PUMPKIN FIELD, which set one of the patients to 
reminiscing aloud. Soon every member of the group 
was contributing to the discussion, describing chores 
performed, games played during harvest time, and other 
incidents connected. with farming and the fall season. 

In keeping with the Thanksgiving theme, the librarian 
ended the last session with a refreshment hour after 
which the patients took the completed set of pictures 
back to their day room and mounted them into an 
attractive and colorful mural. 


Senile Patients Enjoy Assignment 


Recently, a group of five senile patients was assigned 
to this librarian. These patients find scissors work 
difficult, yet after several thirty-minute visits, they too 
commenced to work at the project. Tense, withdrawn, 
even hostile at first, they began to look forward to 
the weekly assignment which took them off the ward 
and to the individual attention which the librarian was 
able to give them. 

Two in this group do not participate in the decoupage, 
one saying, “I don’t want to learn a new trade. I ama 
builder, but I build buildings.” However, from time 
to time this patient is reminded by some aspect of 
the work or comment by the librarian of a construc 
tion job in his past. Accordingly, he tells the group 
what materials were needed, estimates completion time, 
and describes the building. 

The other patient, who uses neither scissors nor 
paste, entertains the group with lectures during the 
half-hour bibliotherapy period. He is a well educated 
and much traveled diabetic who is, in addition, some- 
what hard of hearing and was for the first few meet- 
ings a disgruntled and unhappy old man. However, 
when the pictures and discussion were centering around 
George Washington, this man volunteered the informa- 
tion that he had lived in the Washington area and had, 
in fact, made a study of George Washington's life and 
times. He then proceeded to discuss both the city and 
the man in such an interesting fashion that his lectures 
on the subject of the day have become a regular and 
eagerly anticipated highlight of the sessions. 

The decoupage project is now an established and 
popular part of the bibliotherapy program. The sea 
sonal pictures promote discussions of geography, history, 


he pride 
en they 
ir ward, 
to them 
ach was 
nen they 

seemed 
r weekly 


N AND 
tients to 
ie group 
chores 
nd other 
season. 
librarian 
ur after 
pictures 
into an 


assigned 
rs work 
they too 
hdrawn, 
ward to 
he ward 
rian was 


sou page, 
Iama 
ym. time 
spect of 
onstruc- 
e group 
yn time, 


ors nor 
ing the 
ducated 
1, some- 
w meet- 
[owever, 
around 
nforma- 
nd had, 
life and 
sity and 
lectures 
lar and 


ed and 
‘he sea- 
history, 


WHEN 

A MAN IS A 
WHIRLWIND... 
CALM THE 
EMOTIONAL 
STORM 


The paranoiac’s psychotic turmoil is 

promptly relieved with Pacatal. His restlessness, 
hyperactivity and other manifestations of 
agitation can all be brought under control'* 
and replaced by more normal patterns. 


PACATAL... 
= “normalizes” thinking and emotional responses 
* calms without “flattening,”’ keeps patients alert 


® elevates the mood instead of sedating the patient 
complete literature available on request 
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spelling, the weather, art, travel—the whole gamut of 
subject material in the library—and encourage the pa- 
tients to seek out pertinent literature from the shelves. 
Members of one group have begun to take turns read- 
ing aloud selections which explain, define, describe, or 
preface the work at hand. 


Current Studies Available 


This column lists reports on investigations of interest 
to mental hospitals. Authors have agreed to make 
copies of their papers available, and requests should be 
sent to them directly, with 25¢ for postage and handling. 
The Editor wishes to point out that these studies have 
not been evaluated by the A.P.A. 

_AFTER-CARE SERVICES FOR THE MENTALLY 
ILL—A WORLD PICTURE. Lee T. Muth, Chief, 
Social Work Service, VA Hospital, Huntington, West 
Virginia. 

A STUDY OF A GROUP OF MONGOLOID CHIL- 
DREN SERVED BY THE SHIELD OF DAVID IN- 
STITUTE FOR RETARDED CHILDREN. Teresa 
Kellar, Psychologist, George Friedlander, Speech Path- 
ologist, Rhoda Ferber, Educational Director, The Shield 
of David Institute for Retarded Children, 1800 Andrews 
Avenue, New York 53, New York. 

PATIENT GOVERNMENT: A CASE STUDY. Joseph 
Stubbins, Ph.D., Clinical Psychologist, and Leonard 
Solomon, Ph.D., Social Psychologist, Franklin D. Roose- 
velt VA Hospital, Montrose, New York. 


Electric Shavers Trim Costs 
And Boost Patient Morale 


Pontiac State Hospital, Mich., now has five wards 
where electric shavers are being successfully used. In an 
attempt to supplement the service of four barbers, 
which was entirely inadequate for 1,434 male patients, 
we decided to try the shavers on a number of wards that 
had patients well enough to handle them. 

One example is a ward with 65 patients, which now 
averages 260 shaves per week. We issued four shavers 
at a cost of $68 and each of them was used an average 
of 65 times a week for three months. The repair cost 
during that period was only $13. An extra shaving head 
was purchased for each shaver so that as one is used 
the other can be cleaned and sterilized, eliminating the 
possibility of any cross-infection. 

Previously a barber spent a half day twice weekly 
on the ward at a salary of $17.04 per day. Upon com- 
parison of this figure with the cost and maintenance 
of the electric shavers, a substantial savings is evident. 

Patients are proud of the shavers and they are defi- 
nitely a morale booster, giving the patient the personal 
satisfaction of being able to take care of himself. 

In addition, the men are more presentable when 
relatives or visitors come to see them because they can 
immediately shave. This eliminates the old problem of 
two shaves a week schedules—the two-day beard on 
visiting day. 

GERALD A. BAX 
Business Executive 


Psychiatcy Lig eagues 


In all psychiatry, the greenest pastures—or shall it 
be written, the greenest-backed pastures?—are among out- 
patients. 


In clinics, the salaries are larger than the 


By DR. WHATSISNAME 


salaries in hospital staff positions. And while psychia- 
trists in private practice are not in the same income 
bracket as radiologists and surgeons, they usually pros- 
per. It is in hospital psychiatry that salaries are inevitably 
the lowest. 

And here too, in hospitals, are the most difficult pa- 
tients. The doctor who sees emotionally disturbed people 
in office or clinic will do what he can. But if he fails, 
he can always fall back on the hospital which somehow 
can stretch a wall and take in the extra patient. So 
the minor problems are found among outpatients, the 
major ones among inpatients. 

One might expect, therefore, that the hospital doctor 
would suffer from lowering of morale. His patients are 
tougher to handle, his salary is less, and the glamor has 
long since been rubbed off. Yet, by and large, hospital 
staff doctors seem to carry on with enthusiasm, with 
hope, with loyalty. 

Apparently there is some satisfaction that comes out 
of playing in the big leagues. It is important that out- 
patients receive good care—but they have, in a sense, 
“minor” problems compared with the situation facing 
the hospitalized patient. When all is said and done, if 
the whole field of psychiatry, the hospitals represent the 
major leagues. 
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INTERIM EXPEDIENTS 
IN CARING FOR GERIATRICS 


By ALFRED W. DEIBEL, Assistant Superintendent 


_— RECENT YEARS there has been 
a steady increase in the number 
of geriatric cases being admitted both 
to private and state mental hospitals, 
until today approximately 25 to 30 
percent of the resident population 
falls into this category. These pa- 
tients may occupy beds for many 
years, limiting admissions of younger, 
more acutely psychotic cases. Existing 
structures, facilities, equipment and 
personnel make the problem of caring 
for geriatric cases more difficult. 


Merely to deplore the problem, 
however, is unconstructive, and it will 
take time to acquire the needed mod- 
ern facilities and extra personnel. 
Meanwhile the hospital administrator 
is faced with the simple fact that he 
must “make do” with his existing re- 
sources, and utilize them to their 
maximum potential. 


Existing Plants Obsolete 


Since most existing plants are al- 
ready obsolete, and the main objective 
of top administration must be to re- 
place them as quickly as_ possible, 
structural modifications and __safe- 
guards must be devised which are not 
needlessly expensive, yet which will 
serve our purposes for the necessary 
period of time. Likewise, better use 
of existing personnel must be sought. 
The purpose of this paper is to outline 
certain structural and administrative 
expedients designed to improve care 
of the geriatric patient on a short 
term basis, until a genuinely construc- 
tive program can be developed. 

Most elderly patients are housed in 
the familiar three story and basement 
type of building (“cottage”), that lent 
itself so well to the custodial type of 
patient treatment popular at the turn 


of the century. Bathing facilities and 


clothing storage are usually in the 


Hastings State Hospital, Minnesota 


basement; there are side rooms with 
one or two large day rooms on the first 
floor, two large dormitories and a 
number of small side rooms on the 
second floor, single and double rooms 
on the third floor. 

One of the initial considerations in 
using this type of building to house 
elderly patients should be the fire 
precautions necessary for their safety. 
If possible, an adequate sprinkling 
system should be installed on all floors 
and the installation of fire alarms and 
fire hoses is essential. Fire escapes are 
necessary for all hospital buildings 
but are particularly vital for the wel- 
fare of feeble and non-ambulatory 
cases. The spiral slide, enclosed type 
of fire escape seems acceptable to mod- 
ern architecture and is generally 
recommended by Fire Marshalls. 

However, this type of fire escape 
like any other should be kept in serv- 
iceable condition and used frequently 
in fire drills to acquaint the patients 
with its proper use. The spiral slide 
should be wide enough to accom- 
modate an average mattress in case 
one is needed for the comfort of a 
patient. To neglect these precautions 
in initial planning is false economy 
and endangers patients’ lives. 

Besides general maintenance there 
is not a great deal that can be done 
about the outside of these buildings. 
The prime consideration should be 
adequate safeguards at entrances and 
exits. Arrangements must be made to 
permit elderly, ambulatory patients 
easy passage to and from the cottage. 
Ramps can be erected over the stair- 
ways of the front entrances, of course, 
but these entrances are frequently too 
high to be practical or safe. Generally 
the rear entrance is more flush with 
the surrounding terrain and should 
be used in acceptable weather to get 


the patients outside. Rails should be 
on each side of all exits to assist the 
more feeble patients and minimize the 
amount of physical exertion needed. 
All entrances should be smooth and 
free of obstacles, and care must be 
exerted to keep slippery surfaces from 
developing. Wherever possible 
throughout the building, thresholds 
should be eliminated. 


Young Patients on Third Floor 


If economically feasible, elevators 
should be installed. However, if new 
patients are very carefully screened on 
admission and an analysis is made of 
the physical capacities of the aged 
population already in the building, 
space may be alloted on the first floor 
for the more feeble patients, and on 
the second floor for those who are 
physically able to climb stairs. 

Dr. Maurice E. Linden * points out 
that old people do not like to be sur- 
rounded entirely by other old people. 
“They like to have younger people 
around,” he goes on. “They like to 
be where they can watch activity.” In 
keeping with this statement, and also 
in view of the fact that as a matter 
of safety, no patient over 65 should 
be housed on a third floor, it is sug- 
gested that younger patients might 
well be accommodated on the third 
floors of “geriatric cottages.” Many 
of them can be employed in the cot- 
tage to assist in some of the physical 
care of the oldsters. 

Stairways are an accident hazard if 
not adequately protected. Lights must 
be supplied on stairways and land- 
ings. Each step should be even, with 
some type of non-skid material firmly 
fixed. Many geriatric cases are rest- 
less and want to move freely from one 
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area to another. However, they some- 
times lose their equilibrium and fall 
downstairs, particularly when they are 
walking along the hall using the wall 
for support and it ends abruptly at 
a stairwell. Hand railings should be 
on each side of the stairway, includ- 
ing the landings, and should extend 
at an appropriate height along the 
walls of all hallways. Gates attached 
to stairways give additional protec- 
tion. They should have snap locks 
which permit easy opening and clos- 


ing by personnel but are so situated 
as to be difficult for the geriatric pa- 
tient to manipulate. 

Furniture should be constructed for 
relaxation and comfort. Padded seats 
and reclining backs provide ease not 
afforded by the straight-backed, hard- 
seated chairs so often seen in the 
geriatric units of a state hospital. 
Certain safety devices can be built in 
or added. An elderly patient becomes 
fatigued easily and is inclined to doze 
off while seated in a chair. This may 
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result in dire consequences, as the 
patient usually falls forward and may 
suffer a fracture if he falls completely 
off the chair. Such accidents can be 
prevented or at least reduced by the 
addition of a small flat panel attached 
to one of the arms of the chair and 
hinged so that it can be placed across 
and fastened to the other arm. In ad- 
dition to serving as a safety device, 
a board of proper dimensions can 
also provide a firm setting for the 
patient’s tray or a small area for 
reading or leisure time activities. 
For the bed-ridden geriatric case, 
high beds with side rails should be 
used, but for the ambulatory senile 
a much lower bed is advisable. In- 
somnia is often a characteristic of 
oldsters and they are inclined to get 
up and wander during the night. A 
bed of average height or higher is a 
hazard if the patient falls from it or 
stumbles in trying to gain an upright 
position. Incidentally, subdued lights 
should always be left on during sleep- 
ing hours. Beds equipped with no- 
sag springs and air foam mattresses 
are a great comfort if the institutional 
budget permits their acquisition. 


Safety Measures for Bathrooms 

Bathrooms should be well equipped 
with non-skid rubber matting on the 
floors. Tubs are preferable to show- 
ers. However, many of these institu- 
tional cottages already have showers 
in the basement bathing facilities. If 
necessary these can be used for the 
ambulatory senile but should be 
equipped with hand rails or chairs. 
Chair lifts at all bathtubs conserve 
staff time and energy. They are now 
manufactured and sold at a minimum 
cost. Thermostats should be installed 
as heat controlling measures for any 
water outlets used by patients. 

Toilet stools should be of sufficient 
height not to cause strain on the part 
of the patient using them. Hand rails 
should be fixed on both sides of the 
toilet to assist the patient. 

Elderly patients who are not kept 
active will soon become bedfast. If 
possible they should be activated each 
day, the amount depending on the 
physical capacity of the patient. How- 
ever, certain areas in the _ cottage 
should be designated for different 
types of patients. Those who, because 
of physical infirmities, enjoy sitting 


most of the time should not be incon- 


venienced by overactive patients. 
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Old people are very sensitive to 
atmospheric changes; their body tem- 
perature is lowered, circulation is often 
poor and the blood supply to the 
skin not adequate. The temperature 
of the cottage must be watched con- 
stantly and drafts prevented at all 
costs. Radiators should have guards 
and steam pipes should be covered 
with asbestos to prevent the patients’ 
being burned by accidental contact. 


Vanity Unaffected by Age 


New and adequate apparel is an 
important item in caring for the 
elderly patient. All clothing should 
be of a texture and consistency to 
permit institutional laundering. The 
tipper type garment fastened on the 
side is often more serviceable than 
the button type which can be easily 
undone. For the incontinent female 
patient a dress split up the back and 
tied at intervals provides quick, easy 
changing when soiled. If possible, 
colors and styles should have variety 
rather than uniformity as the femi- 
nine sense of vanity does not seem to 
be affected by age! Male patients 
should have the same consideration; 
there is nothing more depressing than 
to see an entire ward with the same 
regimented apparel. For the incon- 
tinent male patient, trousers of light- 
weight, washable material with an 
elastic band seem more serviceable 
than the belted, buttoned type. 

Shoes should be large enough to 
provide free toe movement but not 
so large that they become a hindrance 
to walking. Many of the acutely dis- 
turbed geriatric patients have a habit 
of removing heavy shoes. This can be 
avoided by the use of slipper-like or 
loafer-type footgear made of the ma- 
terial used for mattress covers. The 
soles should be padded and the tops 
tied with a type of knot that makes it 
dificult for the patient to untie. 
Money allocated for the services of a 
podiatrist is well spent as the geriatric 
patient needs constant foot care and 
treatment due to the formation of 
callouses and bunions which either 
prevent or inhibit his walking. 

Generally the oldster has basic life- 
time food habits that are difficult to 
modify or change. Many of these 
patients suffer from malnutrition due 
not necessarily to physiologic changes 
and conditions, but often to inade- 
quate food intake. It goes without 
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saying that the standard basic food 
needs of patients should be met 
throughout the entire hospital and 
any dietary supplements needed for 
the geriatric case should also be sup- 
plied. It is well to remember that in 
meeting nutritional values we should 
be concerned not only with what, 
when and how foods are prepared, but 
also with how they are served to the 
patient and whether or not the pa- 
tient eats them. Soups, broths, ground 
meat, eggs, boneless fish, bread, butter, 
vegetables, puddings, custards, cereal, 


fruit juices and the many other food 
stuffs that are institutional dietary 
favorites for the elderly patient may 
be prepared in an appetizing and 
nutritional manner, but if they are not 
eaten by the patient the cost and ef- 
fort are to no avail. 

While most hospitals are equipped 
with facilities for serving hot food, 
the elderly patient is often left to 
feed himself due to lack of nursing 
personnel; before this is accomplished 
the food is cold and unpalatable, and 
the plate a mess of combined foods. 
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In order to avoid this problem, the 
geriatric cases should be separated 
into those who have to be fed, those 
needing some help, and those who are 
capable of feeding themselves. Many 
younger ambulatory patients, volun- 
teers, or non-professional personnel 
can help feed those who need it. Each 
patient who has to be fed should be 
given all his food before his helper 
goes on to another patient As a rule 
these patients do not eat a great deal 
at any one time and frequent nourish- 
ment is preferable to large quantities 
served all at once. Those patients who 
are partially able to feed themselves 
should have some supervision and 
assistance with their feeding, and care 
should be taken to induce them to 
eat all of their food. It has been 
found that many of these patients 
prefer certain foodstuffs and care 
should be taken to serve food which 
is not only nutritious but which they 
find palatable and will consume. Ger- 
iatric cases generally enjoy milk but 
a selection of fruit juices should also 
be available for those who do not. 
With a little observation and record- 
ing it is possible to keep in mind food 
idiosvncrasies and preferences and to 
supply favored items when available. 


Dentures and Glasses Get Lost 


In relation to food, dentures are a 
very important consideration. The 
majority of institutionalized geriatric 
cases either have dentures or are in 
need of them. These should be sup- 
plied and care taken to keep them 
clean and prevent their loss. It is not 
possible to teach the majority of senile 
patients to care for their own den- 
tures, so this must be done for them. 
In the morning the dentures should 
be cleaned at the same time as oral 
hygiene is provided, and at night, if 
necessary, dentures should be placed 
in individual containers. 


In a ward of senile psychotics, lost 
dentures are a constantly recurring 
problem. They will turn up in cloth- 

“ing, waste paper containers, in soiled 
linen, or about the wards and grounds! 
This loss causes the patient himself 
hardship and is also an economic loss. 
If dentures can be properly identified 
when found, replacement is expedited. 
Identification can be assured by in- 
scribing the patient’s name or initials 
with a jeweler’s etching instrument on 
the inside of the denture near the pos- 
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terior border. Initials should also be 


placed on partial dentures. Similar 
care is needed with eyeglasses, which 
also apparently possess the power of 
elopement! The patient’s name or 
initials should be etched on the flat 
surface of the bow where it fits over the 
ear. Marking old fashioned thin 
framed glasses is a problem, but most 
patients who enter the hospital wear- 
ing them have had them for so long 
that examination indicates the need 
for replacements. These have wider 
frames which can be easily marked. 


Geriatric Patients Need T.L. C. 


As a rule, senile patients are diffi- 
cult to care for; they are generally 
long term patients and the job-satis- 
faction is not as pronounced as that 
derived from the care of the more 
acutely ill. They display phases of 
irritability, suspicion, depression and 


quarrelsomeness and are often un 
predictable and over-sensitive. Many 
of them are sad and depressed, feel 
unwanted and forgotten by their 
families and friends, and are not ac. 
cepted as part of the group. In their 
nursing care and social relationships 
they should be made to feel wanted 
and a part of everyday living. Each 
patient should be considered as an 
individual and each case should have 
special recommendations. The elderly 
person does not lose his own definite 
personality just because he is old, and 
elderly people cannot all be treated 
alike. A little individual attention 
here and there, some consideration for 
likes and dislikes, acceptance in the 
group, a feeling of belonging, and a 
great deal of attention and love make 
life a much more pleasant experience 
for the institutionalized geriatric 
patient. 


TWENTY QUESTIONS FOR EMPLOYEES 


Last month’s MENTAL HOSPI- 
TALS carried an article, “Make Him 
Feel at Home”, with helpful hints for 
employers. This month’s mail brought 
a check list of twenty questions from 
the Dictaphone Corporation, which 
puts the shoe on the other foot and 
gives the employee a yard-stick to 
measure his own effectiveness. Some 
of the questions have been changed 
slightly to adapt them to the hospital 
worker. 

1. Have you made any new sugges- 

tions about hospital or office pro- 
cedures in the last six months? 


2. Do you volunteer to do jobs that 
aren't part of your specific duties? 

3. Are you full of zest and vigor— 
do you keep in good shape? 

4. Do you have a pretty good idea of 
what position you'd like to have 
ten years from now? 

5. Are you really down-deep proud 
of your performance in your job? 

6. Are you friendly with your co- 
workers? 

7. Have you usually stuck with an 
assigned task, even if you didn’t 
like it? 

8. Do you study material relating to 
your work in off-duty hours? 

9. Do you take criticism as a spur to 
do better? 

10. Do you use whatever new time- 
saving equipment is installed by 
your hospital? 


11. Do you read the daily paper and 
a few magazines or books each 
month? 

12. Outside of your working hours, do 
you speak favorably about your 
institution? 

13. Is your personal appearance all 
that you think it should be? 

14. Do you think you impress most 
people as_ well-mannered and 
polite? 

15. Have your responsibilities 
creased since you first got your 
job? 

16. Do you try to learn the names of 
your co-workers? 

17. Have you spoken at a meeting or 
before a group in the last few 
months? 

18. Do you care particularly if some- 
one among your co-workers likes 
you or not? 

19. Are you ready to accept changes 
in techniques as a challenge? 
20. Do you know what your main de- 
ficiencies are as an employee and 

as a person? 


Score 5 points for each Yes answer. 
A total score of 85 or above means 
you are on your way to that next 
raise or promotion; 65 to 85, you have 
the potential but need to correct 
major deficiencies; below 65, it’s time 
you took a full inventory of your 
attitudes. 
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DUPLICATION SIMPLIFIES 
PREPARATION OF ADMISSION FORMS 


By SAMUEL WICK, M.D., Director 


and MARION A. TURBEVILLE, R.R.L., Record Librarian 


_ MARCH OF 1956 a new system 
was instituted at the Arizona State 
Hospital to simplify and increase the 
accuracy of the preparation of the 
many forms prepared in the Record 
Room following the patient’s admis- 
sion. All information is typed only 
once on the Face Sheet, which is 
used in the clinical chart maintained 
in the Record Room. This Face 
Sheet is backed with a duplicating 
carbon. The carbon is then used on 
a duplicating machine to initiate 35 
reports on all new admissions or re- 
admissions and 18 reports on returns 
from Conditional Discharge or Elope- 
ment. 


Forms Use All or Part of Master 


The following forms contain all of 
the data from the Face Sheet: (1) Two 
master cards, 5’’x8’”, one for the per- 
manent file and one for the statistical 
file. Both of these cards are mar- 
ginally punched for fast, accurate, key 
sorting from which the necessary data 
is obtained for compiling monthly 
and annual reports. This eliminates 
the necessity of maintaining miscel- 
laneous files on Religion, Diagnoses, 
Indian Patients, Age Groups, etc., as 
all of this data is documented by the 
marginal punch. (2) A Social Service 
card, 5’’x8”, which is used by the 
Social Service Worker as long as the 
patient is under hospital supervision. 

The following forms contain the 
first five lines of information: (1) A 
Recreational Therapy card, 5x8”. 
(2) Four copies of the Admission 
Sheet. The Admission Clerk in the 
Record Room adds to this sheet all 
the pertinent information appearing 
on the commitment papers. The 
copies are then distributed to the 
clinical chart, physician in charge, 
Social Service and the Business Office. 

The Industrial Therapy card, 3x 
5”, is completed with the first three 


Arizona State Hospital, Phoenix, Arizona 


lines of information from the master. 

The following forms are reproduced 
with two lines of information: (1) 
Three Locator cards, 3x5”, furnished 
for the use of Social Service, Nursing 
Service and Telephone Center. (2) 
The Information Center card, 5x8”, 
which is used to record visits of rela- 
tives and Off-ground passes by the 
patient. (3) The 814”x11” Dental 
Examination and Treatment Record, 
used to list all dental work done. (4) 
Three copies of the Chest X-ray Re- 
port, 514”x7”. (Each new admission 
has a routine chest X-ray.) (5) A 5’’x 
8” Ward card which is used in a 
Kardex file for diagnosis, medications, 
and special assignments. 

The following forms are repro- 
duced with one line of information: 
(1) A Weight and Menstrual card, 
5x8”, used on the wards. (2) Two 
copies each of the Psychiatric and 
Physical Examination forms, 814’’x 
11”. These are made and completed 
by the Secretarial Pool when the re- 
ports are received on the dictating 
machines from the doctors. (3) The 


Progress Note sheet, the Laboratory 
Reports sheet, and the X-ray Reports 
sheet, 814”x11”, all made for the 
clinical chart. (4) Three copies each 
of the Hematology Report, the Uri- 
nalysis Report, and the Serology Re- 
port, 434x614”, for use in the Lab- 
oratory. (5) A Locator card, 3x5”, 
for the Mail Room. 


Time and Errors Greatly Reduced 


The centralizing and machine re- 
production of initiating patients’ rec- 
ords have eliminated an estimated one 
and a half hours of clerical time on 
each patient’s record. With the new 
system complete records are initiated 
before 10 A.M. of the day following 
admission. In the past it frequently 
required three days for all of this in- 
formation to reach all departments. 
Errors in patients’ names have been 
virtually eliminated; hospital num- 
bers and admission dates are correct. 

The important point is that more 
complete, accurate information is fur- 
nished more rapidly to all activities 
contributing to better patient care. 


FACE SHEET 


HOSP. NO. AOMISSION DATE 
DOE, JANE 20000 R.W. 12-16-57 | 
| SIRTHOATE AGE ON ADM. RELIGION Sex RACE werent HEIGHT MARITAL STATUS 
7-14-10 | 47 F. |Caucasian 113 | 5'6" Married 
"22.3 | ries Housewife 8th grade | Arizona 
7 10982 924 North Williams Avenue, Phoenix, Arizona 
Native | U.S. | | 


PHYSICAL DIAGNOSIS 


Schizophrenic Reaction, paranoid type, chronic 
ADORESS 


William Doe, 924 North Williams Avenue, Phoenix, Arizona 
ADORESS 


CORRESPONDENT 
OF FATHER 
Martha Ruth Smith Missouri 


TELEPHONE NO. 
‘SPOUS! 
| 
| 


Catering To Every Taste 


I Wis I Coup invite you to share 
a meal or a snack with me in our 
new cafeteria. The atmosphere is so 
totally unlike that of most hospital 
cafeterias that part of my pleasure in 
having guests is to watch their reac- 
tions. 

Although we are proud of the good 
food we serve and of the decor and 
the smart modern furnishings and 
equipment, these things are not the 
source of visitors’ surprise. As we en- 
joy our meal at one of the larger 
tables, our companions may be one 
or two of our patients, a nurse, a 
carpenter who is working on a cur- 
rent job in the hospital, a staff secre- 
tary from one of the social agencies 
located on the Butler campus and pos- 
sibly another guest. This is a pretty 
cosmopolitan group for a mental 
hospital. 

This is no accident. Nor is the 
fact that the woman who served the 
salad at the cafeteria counter is a 
patient who, under professional su- 
pervision, has helped to plan the 
menu and prepare the food. Our 
staff members, our employees and 
90% of our patients take all their 
meals here. 


Patients Involved in Planning 


In order to give our patients a 
personal interest in the cafeteria from 
the beginning, we asked them to help 
select the patterns of our china, glass- 
ware, trays, silverware and even the 
style of napkins we proposed to use. 
Because of the patients’ part in the 
development of the cafeteria, they 
take real pride in the surroundings, 
and frequently entertain their friends 
and members of their families here. 

All patients consider it a privilege 
to eat in the cafeteria, a part of the 
liberties they earn by good conduct. 
They are anxious to keep this privi- 
lege. For example, we have a rule 
that all who eat here must, when they 
have finished, take their dishes to the 
dishroom window and slide them onto 
the stainless steel counter. This rule 
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By JOHN L. ROCK, Il 


Business Manager, Butler Health Center 
Providence, Rhode Island 


is broken often by uninformed guests, 
occasionally by employees, but almost 
never by patients. We frequently 
watch them helping each other in 
their choice of food, remonstrating at 
a breach of good table manners or be- 
havior and, in general, acting as vol- 
unteer disciplinarians when other pa- 
tients show signs of stepping out of 
line. 

Ever since the cafeteria opened, we 
have had at least six of our patients 
involved in the food operation. Some 
have worked on menu planning and 
serving; others on food control and 
cost accounting. It has been an in- 
teresting experience not only for the 
hospital and the patients, but also 
for the food service management com- 
pany, which had never before catered 
to a hospital. Servend, Inc., the com- 
pany we chose, had specialized in 
executive cafeteria operation for in- 
dustry and in general food services for 
hotels, motels and inns. They were 
more than willing to integrate their 
operations here with our occupational 
therapy department and to help in 
the instruction of our patients in food 
service. 

We are proud of both the quality 
and the price of the food we serve. 
An excellent lunch, consisting of a 
soup or juice, a hot dish with vege- 
tables, dessert and a beverage costs 
seventy-five cents and a good sub- 
stantial dinner, a dollar. You can 
spend more than this, of course, but 
because we serve so diversified a clien- 
tele, we have reasonable minimum 
prices. 

Design & Construction 

The area selected for the new cafe- 
teria was previously occupied by a 
cafeteria for employees of the old 
Butler Hospital. It had been built 
and equipped some fifty years ago and 
must have been drab and unattractive 
even when it was new. By 1957 when 
we were re-opening, it was, of course, 
definitely out of date. 

In our planning we visualized a 


pipes. 


fair sized main dining area with a 
small private room adjoining, not to 
be used as an officers’ dining room, 
but to be available for special group 
activities or functions, a patient gov- 
ernment meeting, or a class in occu- 
pational therapy with a special proj- 
ect to discuss. This small room, which 
seats twenty people, is not available 
to staff members or patients who just 
want to eat alone. The main dining 
area seats only seventy-five people and 
is both large enough for our needs and 
small enough to provide an intimate, 
friendly and decidedly non-institu- 
tional atmosphere. It is pleasant for 
guests as well as for patients and em- 
ployees. 


Structural Defects Corrected 


The total remodeling and re-equip- 
ping cost some $24,000. One of our 
structural problems came about in 
leveling the old floor, which was 
badly out of line, and installing new 
Vinyl tile flooring. Another was cam- 
ouflaging the unsightly old overhead 
This we accomplished by in- 
stalling new, low-level modern light- 
ing fixtures by Lightolier, and by 
“painting out” the high ceiling and 
the piping. Steam pipes, water pipes 
and electrical wiring all had to be 
ripped out and replaced. Some win- 
dows and doors were relocated. New 
walls and partitions were built. 

Our color scheme is beige and 
burnt orange. The walls are of Lami- 
dall planking. The cafeteria counter 
and serving equipment are of stain- 
less steel and were furnished by 
Seco, Vulcan Hart and Fischman. The 
custom-built tables have Formica tops 
and are set up to accommodate two, 
four and when desired, six or eight 
people. Chairs were furnished by 
Shelby Williams and have Vinyl cov- 
ers to match the wall color. 

Our dishwashing area and service 
pantry adjoin the dining room. The 
dishwashing equipment is all of stain- 
less steel; the Hobart washer is 
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lution Control. Food is prepared in 
kitchens located on the floor below 
and is sent up to the service pantry 
by dumb-waiter. 

Because our patients watched the 
day-to-day progress of remodeling and 
now have so much a part in operating 
the cafeteria, they take an unusual in- 
terest and pride in it. We encourage 
visits by friends and relatives, and 
patients like being able to entertain 
them in the cafeteria, if not for a 
meal, at least for a cup of coffee and 
a cigarette. I see these visitors fre- 
quently, because I am often in the 
cafeteria for that very same purpose. 


Wall Cigarette Lighter 
for Psychiatric Patients 


Matches have always been a prob- 
lem in neuropsychiatric hospitals be- 
cause of the danger of accidental or 
self-inflicted fire. In most instances, 
the patient must depend on the hos- 
pital aides for individual lights, which 
is a troublesome arrangement at best. 

The cigarette lighter described in 
this article was designed and built by 
the author for use in one of the re- 
habilitation clinics of a VA hospital, 
where it proved so popular that over 
sixty units are now in use in the vari- 
ous wards and clinics. All lighters 
were made at the hospital, since as 
far as could be determined, no com- 
merical equivalent is manufactured. 

The lighter is wall mounted at jaw 
height. It is safe because the voltage 
at the heating element is only six volts, 
hardly sufficient to cause a serious 


shock. A spring loaded switch assures 
a power shut off whenever the patient 
releases it. 


Experience has shown that the only 
part needing occasional replacement 
is the heating element and for that 
reason this is mounted on binding 
posts, which can be loosened with 
fingers or pliers to facilitate replace- 
ment. 

Parts for building the lighters can 
be obtained from any electrical supply 
house. The following list was selected 
as a guide from the catalog of the 
Allied Radio Corporation in Chicago. 


Parts List 
Switch, “H & H” push button, 


Transformer, 117 to 6 volt, rated 

lu amp. “Thorgenson”, 

90 
Binding Posts, “I.C.A.” vice grip, 

74 
Rubber grommet, 3/16”, General 

Cement Co. No. 1041G, per 

95 


Line Cord and plug, “Beldon,” 

Phenolic plastic panel, 
1/16”, per piece. ....... 


Construction 


The sheet metal case can be made 
from light gauge aluminum or stain- 
less steel, soldered or riveted together. 
The case is designed to fit over a 
block of wood measuring 4 1/2” x 
5 1/4” x 3/4”, which is fastened to the 
wall. The four sides of the case are 


e 
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LLECTAICAL DIAGRAM 


in turn secured to the edges of the 
block with screws. A rubber grom- 
met is placed in the hole where the 
power cord enters the case to protect 
the cord from damage. 

The switch is mounted in the 1/2” 
hole and wired into the 117 volt, pri- 
mary side of the transformer. A piece 
of plastic is cut 3 1/2” x 3/4” and 
mounted on the front panel with stove 
bolts, spaced 2 5/8” apart. The bind- 
ing posts are mounted on the plastic 
1 3/8” apart. 

The heating element is cut from a 
piece of coiled michrome resistance 
wire of the type used in electric range 
ovens. 

Its length is a matter of trial and 
error. Select a length that will heat 
to a cherry red in about four seconds. 
This figures about 1/2 ohm resistance. 
Drill a 3/8” hole at a convenient spot 
for the rubber grommet and the power 
cord. Fasten the low voltage, sec- 
ondary wires to the binding posts and 
the unit is complete. 


THOMAS J. MEEHAN 
Chillicothe, Ohio 


Decorating Committee 
Applies Color 
Mendocino State Hospital in Tal- 
mage, California, has established a 
Decorating Committee for the pur- 
pose of making surroundings for its 


‘patients more pleasant, cheery, and 


home-like. At present, the committee 
is working on a long range mainte- 
nance painting schedule. 

The committee spends most of its 
time making patient areas more 
livable and removing the boredom 
of color often associated with hos- 
pitals. It also devotes some time to 
exterior decorating and landscaping 
projects when funds are available. 

Subscribing to the theory that dull 
colors add to the depression of pa- 
tients while bright colors and pleasant 
surroundings tend to lift their spirits, 
the committee has planned color 
schemes for approximately seven day- 
halls, twenty-two dormitories, and 
three dining rooms as well as some 
smaller areas. In some instances, such 
as on the admission units, the patients 
were consulted and encouraged to 
state their preference as to colors, 
patterns, etc. 

The committee does most of its 
alterations and decorations with paint, 


floor 
for t 
the 
replz 
chan 
At 
Birré 
ANI 
ing 
was 
loun 
peo} 
It w 
with 
A 
ploy 
quai 
low 
and 
into 
ing 
usec 
mos 
|" 
Con 
Sup 
the 
sent 
tion 
nur 
| 
has 
fun 
lig! 
— | 
id 
— 
32 


of the 


grom- 
re the 
protect 


e 1/2” 


rom a 
istance 
range 


al and 
heat 
conds. 
stance. 
1t spot 
power 
e, SeC- 
ts and 


=EHAN 


1 Tal- 
hed a 
pur- 
or its 
, and 
nittee 
ainte- 


of its 
more 
‘edom 
hos- 
ne to 
aping 
le. 

t dull 
pa- 
-asant 
pirits, 
color 
1 day- 
and 
some 
such 
tients 
to 
olors, 


its 
paint, 


floor covering, drapes, pictures, and 
furniture, according to the suitability 
for the area, the use to be made of 
the area, the cost of repairs and 
replacements, and the functional 
changes to be made in the future. 

At times the group refers to Faber 
Birren’s COLOR PSYCHOLOGY 
AND COLOR THERAPY in choos- 
ing color schemes. 

The first project of the committee 
was the redecoration of the admission 
lounge, whose atmosphere some 
people characterized as ‘“‘jail-like.” 
It was a cluttered, busy office crowded 
with employees and there was little 
room for patients because office furni- 
ture occupied so much space. 

After the office equipment and em- 
ployees were moved to more suitable 
quarters, lounge-type furniture, lamps, 
low tables, drapes, flower planters, 
and new paint transformed the room 
into a pleasant area for patients await- 
ing admission. The colors and styles 
used were intended to give an at- 
mosphere of quiet serenity. 

The membership of the Decorating 
Committee is made up of the Assistant 
Superintendent for Business Services, 
the Accounting Officer, and repre- 
sentatives from the maintenance sec- 
tion, the service and supply section, 
nursing services and rehabilitation. 

Mrs. E. J. WHITE 
Occupational Therapist 


“Casket Cover” Lends Dignity 
To Patient Funerals 


Hastings State Hospital, Minnesota, 
has devised a “Casket Cover” for use 
during the funeral services of patients 
who have their funerals at the hospital 
because of the lack of relatives or 
funds. 

The cover, molded of plywood for 
lightness of weight, is equipped and 
decorated according to the usual man- 


NOTHER PROVEN 


Karoll’s never present a product for your 
consideration, without first consulting experts 
in the field about its practical requirements — 
and then—only after it’s been tested, tried and true! 


PANTS, SHIRTS 


No. 2110 and No. 2160 


No. 2120 and No. 2170 


Men’s and boy’s 
SuperCloth pants 
(10% 

shirts (514 ounce) 
in wonderful solid 
colors and pat- 
terns now replac- 


ing old-fashioned 


and 


denims, etc. in most leading mental in- 
stitutions throughout the country. Wash- 
able, wear like iron—mercerized and san- 
forized. Double-needle lock-stitched and 
bar-tacked at all stress points. Best appar- 


el of its kind we know of — anywhere! 


Write, wire, phone ANdover 3-0600\Now for further details 


Canadian Distribyters: SIMPSON’S, 45 Richmond Street, West, Torente 1; Ceneda 


INSTITUTIONAL DIVISION 


ner of caskets supplied by morticians. 

The bottom of the “Casket Cover” 
is left open so that it may be placed 
down over the simple, pine-board cas- 
ket which is provided by the hospital 
carpenter shop. Just before the funeral 
service, when the deceased has been 
brought from the morgue, the lid of 
the casket is removed and the cover 
is put into place. 

The upper half of the lid of the 
cover is hinged so that it can be 
opened when relatives attend the serv- 


ice. The opening portion of the lid 
is lined with white, pleated silk and 
is held in an open position by two 
small, copper chains. The opening is 
surrounded with white silk material 
which is draped down around the 
patient’s body to conceal the wooden 
casket. 
After the service the “Casket Cover” 
is lifted off, the lid is replaced, and 
the casket is interred. 
G. A. KLEFSAAS 
Business Manager 
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Truscon Steel Intermediate Projected Win- 
dows. Tamper-proof mechanism can be 
operated by authorized personnel only. 
Interior view (below) shows detention screens 


— 


PLUS RESTRAINT 


Look at that sweep of fresh air and sunlight designed into 
the new Kentucky Children’s Bureau. Certainly no appear- 
ance of restraint. But, it’s there! 


The windows are Truscon Steel Intermediate Louver; 
fitted with detention screens. Easy-acting tilt-out venti- 
lators operate simultaneously to provide precisely con- 
trolled ventilation and to close tightly to provide positive 
weather protection. The important point is that the degree 
of vent opening is controlled by an authorized attendant 
only, The arrangement is tamper-proof. Principal restraint 
is provided by the detention screens. 


The Intermediate Louver is just one of many types of 
Truscon Steel Psychiatric and Detention Windows de- 
signed to conceal or minimize all indications of enforced 
restraint. They are carefully engineered to protect patients 
against self-injury and to prevent escape. 


Your nearest Truscon representative will be happy to . 
“ Kentucky Children's Bureau Reception Center, 
work with you and your architect in the selection and Lyndon, Ky. Arrasmith and Tyler, architects; 


application of the proper psychiatric or detention window . fin . 
for your needs. Write Truscon for latest steel window Rostetter Construction Co., contractor. 
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Youngstown 1, Ohio 
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Choosing Institutional Flooring Materials 


By CHARLES E. GOSHEN, M.D. 
A. P. A. Achitecture Study Project * 
Washington, D.C. 


ORE CAREFUL ATTENTION is needed than is generally 
paid to the subject of flooring materials, both in the 
original design and in the subsequent remodeling of in- 
stitutions. The type of flooring to use is determined by 
some very special considerations: The floor receives the 


* Financed by a grant from U.S. Public Health Service 


most wear as compared with all other parts of the build- 
ing; it is subject to the greatest variety of insults in the 
form of abrasion, corrosion, water, dirt, etc.; it requires 
the largest share of the total maintenance expended on 
the building; it represents the principal source of haz- 
ard as far as safety is concerned, and finally it constitutes 
roughly one-fourth of the total surface of the interior of 


Table | 
Comparative Ratings of Various Floor Materials 

Floor Material ° i 
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Cost Factors 
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Resistance 
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Foot traffic HI] A] 

Safety-comfort 
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the building to be decorated and, therefore, its choice 
will determine to a large extent, the attractiveness of 
the building. 

The selection of flooring material is too often a last 
minute consideration and the question of initial cost 
is too frequently the decisive factor in making the choice. 
As a result, the floor is often the poorest part of the 
finished design in quality and ease of maintenance. 


Low Cost Flooring Not Always a Bargain 


Likewise, those who are remodeling are apt to give 
scant attention to making the best choice of new floor- 
ing. The fallacy of choosing materials because of low 
initial cost is shown by the fact that the cost of mainte- 
nance per square foot per month sometimes equals the 
cost per square foot of a cheap and unsatisfactory 
material. 

Different kinds of institutions and different parts of 


each one may have widely different flooring require- 
ments. It is incorrect to suppose that one type of floor- 
ing will be suitable for all buildings or for all parts of 
any one building. The first step in making a proper 
choice of flooring is to decide what kind of service 
conditions will prevail for each area. The variables in- 
volved will include: (1) The amount of daily traffic; (2) 
The type of abrasive surface which will produce the 
wear (for example, in sandy soil areas, it is likely that 
sand will be tracked into the buildings near entrances, 
and the flooring there will have to withstand sand 
abrasion, while other areas may be subject to wear by 
rubber-tired carts, etc.); (3) The possibility of exposure 
to wetness, particularly in baths and utility areas, but 
also where scrubbing will occur; (4) Exposure to chemi- 
cals which might dissolve certain types of materials or 
their adhesives; (5) Exposure to grease, as in kitchens; 
(6) The need for a safe floor in respect to its hardness or 


Table Il 
Flooring Qualities Needed in Various Hospital -Areas 
Priority ratings 
for various parts 
of a hospital: a > 
L—low priority 2 = £ $ > 3 § 
Cost Factors 
Maintenance 
Durability H H MIM 
Appearance 
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Table Ill 


First and second choices of flooring materials for various parts of a hospital. 


Area First Choice 


ccc 


slipperiness; (7) The kind and amount of maintenance 
which will be feasible; (8) The degree of resiliency de- 
sired; and, very important, (9) The type of appearance 
desired, especially when considered from a long-range 
point of view. Deliberately overlooked in the list is the 
question of initial cost since this invariably gets ade- 
quate attention! 


Many Types of Surface Available 


The types of flooring seen in institutions include con- 
crete, cement terrazzo, quarry tile, ceramic tile, asphalt 
tile, rubber tile, vinyl tile, cork, hard wood, soft wood, 
linoleum, and some of the newer troweled plastic types. 
In addition, operating suites today use special conductive 
flooring. Another series of material types includes the 
different types of carpeting: wool, cotton, synthetic fibers, 
coco mat, etc., with various kinds of felt and rubber 
underlayments. The latter series may be superimposed 
on any one of the former groups, or may be placed on 
top of rough plank, masonite or plywood flooring. The 
various general categories of flooring are: (1) Tiled, 
(2) Troweled or cast, (3) Planked, (4) Sheet, and (5) 
Carpeted. Over and above the actual materials used for 
each category, there are the issues of joints, fitting, and 
decorative patterns. In some areas, the need for a 
monolithic floor with no joints will be the determining 
factor, and this will limit the choices to those materials 
which can be cast or troweled. Sheets of linoleum may 
be very difficult to install where there are many irregular 
shapes to fit. An excess of fragmented patterns in the 
other parts of a building interior may create a decorative 
requirement for a uniform, non-patterned floor, thus 
eliminating tile as a choice. 

Preceding are three tables. Table I is a rating of 
flooring materials in relation to the different variables. 
They are rated relative to each other rather than in 
absolute terms. Table II is a rating of the flooring 


Carpet. . 


Second Choice 


Quarry tile 
Cement terrazzo 
Vinyl tile 

Vinyl or Terrazzo 
Troweled plastic 


Vinyl tile...  Troweled plastic 


Vinyl tile 

Viny| tile 

Vinyl tile 
Troweled plastic 
Troweled plastic 
Wood 

Vinyl tile 


requirements for various parts of the hospital, and 
Table III is a recommended list of materials for various 
sections. Operating rooms are not included because they 
represent very special considerations. 


The finest fixtures for use where conven- 
tional fixtures are subject to breakage . . . 
in all institutions, permanence is a most 
*ECONOMICAL +TAMPERPROOF 
50% savings on installation 
66% savings in space 
COMPACT *EASY TO MAINTAIN 
Once they're in, they're in to stay! Here's 
your answer to brittle porcel~in fixtures 
that damage so easily. Separate lava- 
tories and water closets, or the two-in- 
one fixture. A real money and space saver! 
Wall-hung or floor models. 


sy Aluminum Plumbing Fixture Corp. 
778 BURLWAY ROAD + BURLINGAME, CALIF. 
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ONE CHAPEL FOR THREE FAITHS 


By GEORGE R. SCHIEVE, Business Executive 
Ypsilanti State Hospital, Michigan 


ig CHAPEL BUILDING at Ypsilanti State Hospital is un- 
usual in that it is designed to permit patients of 
three different faiths to attend services simultaneously. 
Three separate chapels adjoin a common foyer in the 
roughly T-shaped building, which also includes prac- 
tice rooms for choirs, offices for chaplains, a library, 
rest rooms, and space for storage and cleaning supplies. 
This arrangement gives each faith the privacy of a 
separate building, but saves a great deal of construc- 
tion money. The shape of the building provides an 
area for outdoor services when weather is agreeable. 
The size of each chapel unit was decided by a survey 
of the religious preferences of the patients in the hos- 


Stained Glass Window in Foyer 


pital and the number of each that might be able to 
attend services. The summary showed a need for 
approximately 250 seats for Protestant, 250 for Catholic 
and 50 for those of the Jewish faith. Funds allotted 
did not permit the construction of a tunnel from the 
chapel to the tunnel system which connects other 
buildings on the grounds, and this has turned out to 
have been a blessing in disguise. Patients must now 
dress completely to go to church, just as they would 
have to at home, and most of them make a conscious 
effort to improve their appearance accordingly. 

The original appropriation for the planning, con- 
struction, and equipment of the chapel was $207,000. 


Catholic Chapel 
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FLOOR PLAN 


Scale: 1’ — 30’ 


ROOM INDEX 
No. Name 

1 Entry 

2 Chancel 

3 Sacristy 

4 Catholic Nave 
5 Office 

6 Conference 

7 Men’s Room 


© 


8 Narthex 
9 Office 


10 Conference 
1] Protestant Nave 
12 Sacristy 


13 Janitor’s Room 
14 Class Room 


15 Class Room 

16 Class Room 

17 Library 

18 Jewish Assembly 
19 Office 


20 Women’s Room 
21 Outdoor Pulpit 


22 Seating for outdoor 
service 

23 Parking Area 

24 Tower 


However, when the building had been completed and 
the chaplains hired, there began a flow of unsolicited 
donations which mounted until nearly $20,000 had 
been received. Many people, including employees of 
the hospital, relatives of patients, former patients, even 
complete outsiders, wanted to give something toward 
equipping the Chapel. Donations included altars for 
both Catholic and Protestant Chapels, organs, Stations 
of the Cross, hand-carved statues, an Ark and Scroll 
for the Jewish Chapel, chimes for the bell tower— 


Protestant Chapel 


even three used buses to transport patients who could 
not walk to church. A stained glass window for the 
front wall of the foyer was purchased from donated 
funds, as were many items of equipment not covered 
by the original appropriation. 

One section or another of the chapel is in use for 
religious services daily, and it is believed that this 
is largely due to the fact that it is a permanent church 
building where furnishings do not have to be moved 
around to convert it for various uses. 


Jewish Chapel 
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A.P.A. ANNUAL MEETING 


Kan. No registration fee. 
bus, Ohio. 

17-24, New York, N.Y. 
Louis, Mo. 


Kansas City, Mo. 


16, New York, N. Y. 


Quarterly Professional Calendar 


1959 April 26-May Ist. Municipal Auditorium, Philadelphia 
1960 May 9-13, Convention Hall, Atlantic City 


A.P.A. MENTAL HOSPITAL INSTITUTE 
1958 Oct. 20-23, Hotel Muehlebach, Kansas City, Mo. 
1959 Oct. 19-22, Statler Hotel, Buffalo, N.Y. 


Other Meetings, October, November, December, 1958: 

INSTITUTE ON CHRONIC SCHIZOPHRENIA AND HOSPITAL 
TREATMENT PROGRAMS, Oct. 1, 2, and 3, Osawatomie State Hospital, 
CENTRAL NEUROPSYCHIATRIC ASSOCIATION, Oct. 17-18, Colum- 
AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, October 
AMERICAN PUBLIC HEALTH 


NATIONAL ASSOCIATION FOR MENTAL HEALTH, Nov. 17-22, 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, Dec. 15- 


ASSOCIATION, Oct. 27-31, St. 


People & Places 


NEW YORK: Dr. Exie E. Welsch, 
Associate in Psychiatry, Columbia 
Medical Center, was elected President 
of the Mental Health Materials Cen- 
ter, Inc. .. . Dr. Patricia Chain Smith 
has joined the headquarters staff of 
the National League for Nursing as 
a part-time consultant in evaluation 
and research .. . Dr. Harry J. Worth- 
ing, superintendent of Pilgrim State 
Hospital, died at his home at the 
hospital on July 23. OHIO: For 
health reasons, Dr. Joseph E. Duty 
resigned as commissioner of the Di- 
vision of Mental Hygiene. Dr. Robert 
C. Anderson, assistant commissioner, 
has been named acting commissioner. 
In this capacity, he has announced 
the appointment of Mr. Glen E. Mor- 
ris, previously assistant superintend- 
ent at Manteno State Hospital, as 
administrative assistant to the com- 
missioner . . . Dr. Eugene E. Elder 
has resigned as superintendent of 
Woodside Receiving Hospital, 
Youngstown. Dr. David Shapira is 
serving as acting superintendent. 
ILLINOIS: The advisory body of 
the Illinois State Psychiatric Institute 
has approved the following appoint- 
ments at the new 400-bed neuropsy- 
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chiatric hospital: Dr. Lester H. Rudy, 
superintendent; Dr. Percival Bailey, 
director of research, and Dr. Jules 
Masserman, director of education. 
The Institute will provide excellent 
facilities for diagnostic and_ thera- 
peutic services, for undergraduate 
and post-graduate training and for a 
wide variety of long-term investiga- 
tions in basic and clinical neuropsy- 
chiatry. HERE & THERE: Dr. James 
H. McClelland was appointed super- 
intendent of Polk, Pa., State School, 
post left vacant since the death of 
Dr. Gale H. Walker earlier this year 
.. . Dr. Floyd M. Estess was made as- 
sociate medical superintendent of the 
Neuropsychiatric Institute in Los 
Angeles, Calif., and Vice-Chairman of 
the Department of Psychiatry, 
U.C.L.A. School of Medicine . . . 
Dr. Robert A. Kimmich has resigned 
his job of medical director of Terri- 
torial Hospital, Oahu, Hawaii, to be- 
come director of clinical services at 
the Illinois State Psychiatric Institute 
in Chicago . . . Sister Josephine, for- 
merly assistant administrator of St. 
Vincent's Hospital, Los Angeles, is 
the new administrator of St. Vincent’s 
Hospital, St. Louis, Mo. Her assign- 
ment coincides with the opening in 
October of the 75-bed Laboure Clinic, 


on the occasion of the centennial @f 
the hospital. Dr. James W. Murdoch 
general superintendent of the Norti 
Carolina mental hospital system, die@ 
in Chapel Hill on September 16. 

Dr. Daniel Blain, ex-Medical Di 
rector of the A.P.A., has accepte@ 
the position of Director of the Mental 
Health Training and Research Prog 
ect of the Western Interstate Commis 
sion on Higher Education. In addi 
tion to this part-time undertaking, 
Dr. Blain will also direct an A.P.Aj 
sponsored “manpower project” com 
cerned with the recruitment, distribu 
tion and utilization of psychiatrist 
throughout the country. He has, if 
addition, accepted an appointment 


as Professor of Clinical Psychiatry aj 
the University of Pennsylvania, and™ 


in connection with the W.1.C.H.E 
project, will be working closely with 
the Department of Psychiatry at thé 
Universities of Colorado and Utah. 


Central Office Dedication 


The new A.P.A. Central Office in 
Washington will be formally dedi- 
cated on October 31, immediately 
before the Fall Committee Meetings 
of the A.P.A. The ceremony will be- 
gin at 4:30 p.m. in the “Century 
Room” and will be highlighted by an 
address by The Hon. Arthur B. 
Fleming, Secretary of Health, Educa- 
tion and Welfare. This part of the 
dedication will be attended by all of 
ficers and committee members par 
ticipating in the fall meetings. Since 
the room, unfortunately, will not 
hold more than 200 people, other 
guests—as many A.P.A. members as 
are able to come—are invited to at 


tend the subsequent reception at 
5:30 p.m. 


Kansas City Preview 


Two interesting personalities, new 
to the Mental Hospital Institute, are 
to be discussion leaders in Kansas 
City, thus completing the program. 
They are Mr. Angus McCallum, a 
Kansas City architect, who will dis- 
cuss the adaptation of new buildings 
to old needs, and Dr. Louis F. Reed, 
Associate Professor of Medical Eco- 
nomics from the Sloane Institute of 
Hospital Administration, who will co- 
chair the discussion on pre-payment 
insurance plans with Dr. D. G. Mc 
Kerracher, an old friend and associ 
ate of Mental Hospital Service. 
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lum, a Designed as a service to the nursing profession, this teaching film 


vill dis- 


" Real illustrates the importance of a therapeutic nurse-patient relationship in 


al Eco- 


— the care and treatment of the mentally ill. 


will co- 
yayment 
G. Mc : 
| assay Sponsored by the Medical Health Education Unit, Smith Kline & French 
4 payee? had al Laboratories, and produced by the S.K.F. Medical Film Center 

“ne : in cooperation with the American Nurses’ Association and 
the National League for Nursing. 


“PSYCHIATRIC NURSING: the nurse-patient relationship” 
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Mr. Alexis Tarumianz, in charge of 
the Business Managers’ Meeting to be 
held on Sunday, October 19th, at 
1 p.m. hopes that his colleagues will 
bring their troubles with them to this 
meeting! He has planned an innova- 
tion called “What’s Your Problem?” 
to wind up the afternoon, during 
which a “panel of experts” will under- 
take to answer specific questions posed 
by members of the audience. 


Other discussions planned for this 
meeting include a short warm-up ses- 
sion on maintenance and repair pro- 
grams in a mental hospital. A longer 
period will be devoted to the far more 
complex problem of communications 
between medical and non-medical 
groups in the hospital. 


The first one-day workshop for 
Commissioners and/or Directors of 
State Mental Health and Hospital 
Programs is scheduled to take place 
on Saturday, October 18th. This meet- 
ing is by invitation only and invita- 
tions have had to be limited strictly 
to Commissioners or Directors and a 
few selected guests from other or- 
ganizations. The theme of the Work- 
shop is an appraisal of economic fac- 
tors underlying state mental health 
and hospital program planning. 


Music as Therapy 


A Music Therapy Institute was 
held at McMurray College, Jackson- 
ville, Illinois, on March 2-3, 1957. 
A multidisciplinary group, including 
musicians, psychiatrists, social work- 
ers, psychologists, educators and ac- 
tivity therapists met to exchange 
ideas and information concerning the 
use of music in the treatment of the 
mentally ill, mentally retarded and 
physically handicapped. 

A limited number of copies of the 
proceedings, made available by the 
Illinois Department of Public Wel- 
fare, may be obtained on request from 
the ‘Mental Hospital Service. The 
proceedings include abstracts of 
speeches and panel discussions. There 
are discussions on the academic and 
clinical training of music therapists, 
music therapy with exceptional chil- 
dren and psychiatric aspects of music 
therapy. (Please send 10¢ in stamps 
with your request.) 


LUCY D. OZARIN M. D. 
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New Functions 
for Contributing Editors 


That small but dedicated group of 
people, informally known as Contrib- 
uting Editors to MENTAL HOs- 
PITALS, have for many years now 
contributed material of all kinds to 
the magazine, advised the staff on the 
possibility of developing articles, and 
in general acted as unpaid—by no 
means unappreciated—friends of the 
staff. 


But the bigger an enterprise grows, 
the more organized it inevitably be- 
comes, if only because the arbiters 
of its destiny recognize that if it is 
good, it could be so much better! So 
with barely a sigh for the days of 
yesteryear, we are slowly reorganizing 
the framework within which our good 
friends, the Contributing Editors, will 
operate. 


This reorganization is to be a 
gradual one, and in due course, each 
of the many friends on our list will 
receive a letter of appreciation from 
our new Editor, Dr. Mathew Ross. 
Some of them will be requested to 
undertake specific assignments care- 
fully chosen to coincide with their 
particular fields of interest and proven 
capabilities. 

The first of the few are listed under 
“Contributing Editors” on our mast- 
head on Page one of this issue, to- 
gether with their specific assignments. 
Other names will be added in subse- 
quent issues. 


Public Education Techniques 
Evaluated By Assembly 


Some fifty persons prominent in 
psychiatry, sociology, communications 
and related fields met September 10- 
13 at Cornell University, Ithaca, N.Y., 
to discuss concepts and goals of 
mental health education. The meet- 
ing, styled the National Assembly on 
Mental Health Education, was held 
under the co-sponsorship of the Amer- 
ican Psychiatric Association and 
the National Association for Mental 
Health. It was the second stage of a 
three-phase project conducted by 
Pennsylvania Mental Health, Inc., an 
N.A.M.H. affiliate. The Assembly was 
financed by a grant from N.A.M.H. 

The Assembly sought to assess the 
effectiveness of mental health educa- 
tion efforts to date, to suggest the 


most advantageous directions ip 
which such efforts might proceed, and 
to indicate what research endeavors 
in this area might prove fruitful. 
As members of a “working confer. 
ence”, all participants contributed, in 
the months preceding the three-day 
meeting, to the literature on which 
the Assembly sessions were based. The 
bulk of the preparatory material came 
from a fact-finding study which was 
the first stage of the Pennsylvania 
Mental Health, Inc., project. The 
study was carried on from 1952 F 
1956, under grants from the National 
Institute of Mental Health and the 
Heinz Foundation. It laid the ground 
work for the Assembly by surveying 
the mental health education programs 
in existence and delineating the phi- 
losophies upon which they were built 


. The third phase of the project will 
be accomplished upon completion of 
the Assembly Report: an _ Institute 
for key personnel of state and local 
mental health associations. Az this 
Institute the findings of the survey 
and the deliberations of the Assembly, 
as synthesized in the Assembly Report, 
will be reviewed by the workers whose 
task it is to educate the public in 
mental health concepts. 


Remotivation Project Rolling 


To date approximately _ fifty-five 
psychiatric aides have attended the 


Remotivation training sessions being f= 


conducted by a team from the Phila 
delphia State Hospital and made pos 
sible by a grant from the Smith, Kline 
and French Foundation. In addition, 
key members of the medical admit 
istration staffs at the parent hospital 
and at two others have now beech 
familiarized with the program ané 
parts of the training courses. 
Requests for the film “Remotiva 
tion—A New Technique for the Ps 
chiatric Aide” and the manual “Rem¢ 
tivation Technique” have 
doubled in the past month, and if 
vitations on hand will keep the trait 
ing team busy until April of 195% 
Present plans call for visits to several 
southeastern states before the teaiil 
goes to the midwest in December. 


Inquiries about the film, mantil 
or training team should be sent @ 
Dr. Robert S. Garber, Chairmaly 
Smith, Kline and French Remoti¥™ 
tion Project, Box 7929, Phila. 1, Pam 
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4:40 P.M., MONDAY. SPARINE I.V. 


5:00 P.M., MONDAY. Calmer, less hostile. Responds coog 
to questions. ; 


A 
% P 
Advt. 7:30 A.M., TUESDAY. Refreshed but some agitation remains. SPARINE I.V. 


11:10 A.M., TUESDAY. Relaxed, nonhallucinating, alert. SPARINE orally for maintenance. . 


acute episode controlled... patient accessible 


The effect of SPARINE in subduing manic excitement is often visible in minutes. 


, With the arrest of agitation, the patient becomes calm, nonbelligerent, and 7 
. accessible to definitive psychiatric treatment. and 
tion, 
SPARINE gives prompt control by intravenous injection and effective maintenance by the intra- * _ 
muscular or oral route. It is well tolerated in all three methods of administration. _ 
EQUANIL® od 
Meprobamate, Wyeth 
Comprehensive literature supplied on request De 
Promethazine HCI, Wyeth U 
SPARINE HCI An O 
Promazine HCI, Wyeth 
in 


A Wyeth normotropic 
drug for nearly every 


HYDROCHLORIDE Promazine Hydrochloride, Wyeth p 
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PUBLICATIONS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


STANDARD REFERENCE WORKS 


Wdiagnostic and Statistical Manual, Mental Disorders 
_. + prepared by the Committee on Nomenclature 
and Statistics of the American Psychiatric Associa- 
tion, 1952 $2.00 


Standards for Psychiatric Hospitals and Clinics, 1956 

Edition (revised June 1958) for Public and Private Psy- 
Vihiatric Hospitals, Psychiatric Units in General Hospitals 

and Hospitals & Schools for the Mentally Defective. .. $1.00 
JA Descriptive Directory of Psychiatric Training in 

Tithe United States and Canada, 1955. 

)§An Outline for A Curriculum for Teaching Psychia- 

mary in Medical Schools. ........................ 


SPECIAL CONFERENCE REPORTS 


WPsychiatry and Medical Education . . . Report of the 
191951 Conference on Psychiatric Education held at Cor- 
nell University, organized and conducted by the A.P.A., 
and the Association of American Medical Colleges, 
58164 pp., cloth, 1952......... 


ithe Psychiatrist—His Training and Development... 
A substantive report of the 1952 Conference on Psy- 
Michiatric Education, and a companion volume to “Psy- 
Mchiatry and Medical Education.” 

HESpecial Price for both Reports 

Inpatient Treatment of Children .. . 
Hitased on the Conference on Inpatient Psychiatric Treat- 
ment of Children held October 17-21, 1956 in Washing- 
SHion, D. C. under the auspices of the A.P.A. and the 
SgAmerican Academy of Child Psychiatry. ............ $3.50 


. an investigation into the pos- 


$2.50 


M¥lects in developing basic information for mental hospital 
Badesign, construction, and equipment, 1952 


?sychodynamnics 
saxientific Papers 114th Meeting 
mafsychiatric Research Reports 


memroducts Recently Introduced In The Treatment of Psy- 


chiatric Disorders $2.00 


Psychiatric Research Reports +2—Approaches To The 
of Human Personality 


Msychiatric Research Reports +:3—Research in Psy- 
Medicine 


chiatric Research Reports +4—An Evaluation of 


| fhe Newer Pharmacologic Agents and Their Role in 


Birrent Psychiatric Practice 


ychiatric Research Reports +7-—Stress; Experi- 
Rental psychology; Child psychiatry 


Research Reports +8—Research in Af- 


$2.00 
Research Reports +9-—Research in Psy- 
emiatry with Special Reference to Drug Therapy 
Psychiatric Glossary—Paper Bound 
Library Bound 


thiatry, The Press & The Public 


$2.00 


SPECIAL COMMITTEE & SURVEY REPORTS 


*Disaster Fatigue 

*Psychological First Aid in Community Disasters. . 
Training Schools for Delinquent Children .. . a 
guide to planning with particular reference to clinical 
facilities, prepared by a special committee of the 
A.P.A., 1952 

Psychiatric Nursing Consultation: Report of the Insti- 
tute for Nursing Consultants in Psychiatry, 1954 
Psychiatric Nursing Personnel—compiled by the nurs- 


ing consultant to the Committee on Psych. Nursing of 
the A.P.A., 1950 


PROCEEDINGS OF MENTAL HOSPITAL INSTITUTES 
(Proceedings of 1949, 1950, 1951, 1952 Institutes out 
of print) 

Progress and Problems in Mental Hospitals (1953) $2 
The Psychiatric Hospital: A Community aan” 


Patient Participation & Freedom (1955) 
Hospital Atmosphere As Treatment (1956) 
Implications of the Open Hospital (1957) 
MISCELLANEOUS 
Mental Hospitals (1855 Special Issue) 


(10% discount for 20 copies or more) 


*Group Therapy in the Mental Hospital, by Jerome 
D. Frank, M.D. 


*The Evaluation of Therapeutic Agents, by Stewart 


*Principles, Skills and Tools of Scientific Manage- 
ment, by James L. Hayes 


Current Practices in Mental Hospital Administra- 


Dedicatio Medici, by Dr. Francis Braceland 


Thirteen Indices—an aid in reviewing State Mental 
Health and Hospital Programs 

Recreational Trends in North American Mental 
Institutions, by Daniel Blain, M.D. and Pat Vosburgh 
*Selected Reading Lists on Mental Hospitals, 
compiled by APA Architecture Study Project 
Psychiatric Architecture, a compendium prepared 
by the APA Architecture Study Project, to be pub- 
lished in November, 1958 


*Write for quantity prices. 


Order from: 
AMERICAN PSYCHIATRIC ASSOCIATION 
Publications Department 


Please send the publications checked above to: 


[_] Enclosed is check payable to the A.P.A. 
[_] Please Bill Me 
paid orders, except tc countries abroad. 


postage and handling charge of 25¢ will be added. 
Please allow at least 15 to 20 days for delivery. 


1700 18th Street, N. W., Washington 9, D. C. 


The APA will assume shipping expenses via regular channels on all pre- 
If invoicing is necessary, a 
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$2.00 $1.00 
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Research Reports +5—Research Tech- 
Mqves in Schizophrenia ......................... $2.00 
4 Research Reports +6—Application of 
Basic science findings to psychiatric research ....... $2.00 
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documented 
case histories'” 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 


& often makes electroshock unnecessary 
Alexander reports 57% recovery within 
an average of eight weeks.' 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 

does not adversely affect blood pressure 

or sexual function 

causes no excessive elation | 

produces no liver toxicity Dosage: Usual start- 

does not interfere with other drug 
Deprol is unlike central nervous stimulants 

3 tablets q.id. 


does not cause insomnia 


> does not depress appetite 1 mg. 2-dietbylamino- 

_ ethyl benzilatetiydro- 

has no depression-producing aftereffects 

can be used freely in hypertension and 
in unstable personalities 50 scored tablets, 


1. Alexander, L.: Chemoth of depression—Use of meprobamate bined with b zi (2-diethylaminoethy! benzilate) 
traspe-manx ‘hydrochloride. J.A,M.A. 166:1019, March 1, 1958. 2. Current personel communications; in the files of Wallace Laboratories. 


corms Literature and samples on request @j’ WALLACE LABORATORIES, New Brunswick, N.J. 
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Clinical excerpts © 


Meprobamate* 
brought symptomatic 
relief to 105 of 145 
psychiatric patients 
“representative 

of the entire 

hospital population,” 
70 of whom 

obtained pronounced 
to moderate relief. 


1.Graffagnino. P. N.; Friei, P. B. 
and Zeiler, W. W.: Emotional 
disorders treated with 
meprobamate and promazine. 
Connecticut M. J. 21:1047, 

Dec. 1957. 


in chronic 


Use of meprobamate 


psychiatric. 


patients 
series 
SYMPTOMATIC MENT 


(hospitalized patients —all types) 
by symptom 
NO. OF | NO. NO. 
DIAGNOSIS PATIENTS|iMPROveD SYMPTOM proven 
SCHIZOPHRENIA 
PARANOID 7 2 SLEEP 
NON-PARANOID 45 34 DISTURBANCES | 36 
DEPRESSION 
PSYCHOTIC 37 25 
NEUROTIC 16 10 TENSION 31 
ANXIETY STATE 9 8 
CHARACTER DISORDERS | 15 
OTHERS 16 13 OTHERS 11 
TOTALS 145 | 105 TOTAL 116 


the original meprobamate 


discovered and 


introduced 
by 


W,°WALLACE LABORATORIES 
New Brunswick, N. J. 


f autonomic effects. 


* » «alleviates anxiety in chronic psychiatric 
OW)hs atients facilitates psychotherapeutic 

papport « improves disturbed ward be- 

havior « suitable for prolonged therapy 


- no liver or renal toxicity reported « free 
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